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EDITORIAL 


PENNSYLVANIA CONFERENCE ON DENTAL HEALTH 


THE American Dental Association designated Monday, February 7, as National Chil- 
dren's Dental Health Day. Many of the district and local societies throughout the 
State have conducted appropriate meetings and programs in observance of this event 
and to stimulate interest in the dental health of Pennsylvania children. An account 
of these will be reported in due course in the JOURNAL. 


Last November 3-4, the Council on Dental Health of the Pennsylvania State 
Dental Society sponsored a Conference on Dental Health with the theme “Children’s 
Dentistry—Can They Get it?’ As a part of Pennsylvania's observance of National 
Children’s Dental Health Day, the entire content of this issue of the JOURNAL is 
devoted to the publication of the proceedings of that Conference. 


There was an attendance figure of 108 for the two-day meeting. In addition to 
members of the State Society and affiliated dental and medical groups, there were 
representatives from 15 lay organizations and 4 universities present. The first day of 
the Conference, which incidently did not adjourn until after five o'clock, was given 
over to the presentation of papers by invited essayists.. The second day saw the Con- 
ference divided into three discussion sections each considering a different approach 
to the problem of providing more and better dentistry for children. Following this, 
at an evening session, the chairman of each discussion section presented the recom- 
mendations of his group. 


Enthusiasm in the Conference was high. The good that will result is evidenced 
by the scope and quality of the papers read and the recommendations made. We 
cannot urge too strongly that you read carefully the proceedings that follow. To ex- 
plore further the implications contained in the papers and to carry out the recom- 
mendations made is now up to the proper committees of the State Society. Also, each 
member of the State Society should find many a suggestion in these proceedings that 
will enable him to see more vividly why we all must begin to give much more thought 
to the improvement of dental health care for American children. 









CONFERENCE ON DENTAL HEALTH 


“CHILDREN’S DENTISTRY—CAN THEY GET IT?” 
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Welcoming Remarks 
I 


Norris W. Vaux, M.D., Secretary 
Department of Health, Commonwealth of Pennsylvania __ 


DR. VAUX extended greetings to the Conference from the Department of Health. 
described briefly the activities of the Dental Division in their program for the bet 
ment of dental conditions in the school child. The nutritional program and the’ 
management of the child’s health in general was explained. Also, attention wa 
directed to the extent of the medical and dental examinations now a part of the Sct 

Code. Dr. Vaux stated that the Department of Health is not only interested in th 
early discovery and correction of dental defects but is wholly behind a program of 
prevention. 
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Harry K. Wuurrs, D.D.S., President 
Pennsylvania State Dental Society 


AS spokesman for the Pennsylvania State Dental Society, Dr. Willits welcomed the 
members to the Conference. He stated that Pennsylvania could well be proud @ 
the activities and accomplishments of the State Society and the Department of Healt 
in the field of child dental health. He expressed the hope that some of the solutio# 4 
to the still great problems of prevention and correction might be forthcoming from 
the Conference. : 
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Objectives of the Conference 


FRANK W. NasH, D.D.S., Chairman 
Council on Dental Health, Pennsylvania State Dental Society 


IN Pennsylvania we have a school law that requires a medical and dental examinati@® 
of the school child; this is aimed at the early detection and correction of the defe 
found. In this state, as in others, we know that dental caries is common amo 
children. The dental examination reports throughout the state have confirmed is 
Much of our effort has been directed toward the repair or restoration of tea 
which have been attacked by caries. We have not, on any widespread scale, b ‘ 
able so far to approach the problem on a preventive basis. For the benefit of the & 
audience present, I mean that we have been unable to immunize any great segment 
the child population to tooth decay. Also, it is the observation of many dentists th 
irregularities of the teeth of children are increasing. ; 
40 : 
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There are certain procedures that we know of which have real potentialities to- 
cedures—and much erroneous matter which has been a handicap to genuine progress. 

The early discovery of remedial defects in the mouths of Pennsylvania children ; 
the repair, restoration, and correction of such defects; the institution of a program of 
prevention and partial immunization—those are a few of the problems facing the 
dentists in our state. Their solution will not come by turning them over to govern- 
ment. Solving them lies in the hands of the private dental practitioners of Pennsyl- 
vania, working with the families of Pennsylvania and such assisting agencies—and 
that includes the dental schools in the state—as may lend a sound helping hand. 


The private practitioners of dentistry who make up the Pennsylvania State Den- 
tal Society, operating in this Conference through their Council on Dental Health, 
seek to find answers to these problems. They seek to bring these answers, when 
found, to the families of the Commonwealth and to the agencies that can properly 
assist in the promulgation of these answers. In doing this, we recognize that we are 


merely discharging our duty as dentists of the Commonwealth. 


In brief, our aim in holding this Conference is to find ways and means to secure 
better dental health for children. This in turn will mean better general health, and 


better children. We trust this aim will be 


accomplished. 





Diet and Its Relation to Children’s Dentistry 


ANNA DEPLANTER Bowes, M.A., Chief 
Nutrition Division, Pennsylvania Department of Health 


“THE foundation of positive health must 
be built in childhood. Everything we can 
do to assure children a healthy start in 
life improves the chances of health in ma- 
turity. 

“Achieving physical, mental, and social 
well-being is a growing process that starts 
even before birth and continues step by 
pe as a child gradually matures into an 


asa is the period when every 
expenditure of effort in cultivating good 
health can yield the greatest dividends. 
It is also the period when neglect of 
health can be most costly.” » 

The above quotations have particular 
meaning and significance to dentists, to 
parents and public health workers. It is 
generally recognized that the crowns of 
permanent teeth are largely built by the 
time a child is 8 years of age. Good nu- 


4l 


trition, an adequate diet, thorough brush- 
ing of the teeth, and regular dental in- 
spection and care are therefore of special 
importance in early childhood if teeth are 


to have their best aids for normal develop- 


ment. Yet how many ts are aware 
of these vital facts? And have dentists 
emphasized sufficiently the possibilities of 
right foods and dental care in these early 
years? 

“Approximately 75 per cent of school- 
age children need dental attention. The 
average child entering school has 6 teeth 
that have already started to decay. Over 
one-fourth of the children have various 
conditions of crooked teeth that need 
attention.” 2 

“Estimates are that cavities in children’s 
teeth are increasing six times as fast as 
they are being filled.” * Obviously bet- 
ter dental health for children must be 








concerned with prevention of decay. 
Much teamwork is and wil! be necessary 
for success. 


Studies on the effectiveness of reducing 
caries by applying a 2 per cent sodium 
fluoride solution to the outer surfaces of 
the teeth of children are now under way 
in various states and in selected areas in 
Pennsylvania. It is estimated that this 
type of treatment gives about 40 per cent 
protection from dental decay. But the 
fluoride treatment does not mean that the 
children who receive it need not be con- 
cerned with diet, brushing their teeth, or 
seeing their dentist twice a year. 


HOW IMPORTANT IS DIET? 


That question is often asked. Many 
dentists have much evidence that diet is 
very important in resistance of teeth to 
decay from the case records of their own 
clientele. Research workers in various 
parts of the world studying animals and 
children are indicating their growing con- 
viction that there is a favorable effect of 
diet during tooth development on the re- 
sistance to tooth decay. 


Sognnaes * has reported a clinical and 
experimental study which tends to throw 
doubt upon the sufficiency of oral en- 
vironmental factors in the etiology of 
dental caries. A clinical analysis of trends 
in dental caries during the past 50 years 
was based on the caries experience of 
about 800,000 children in eleven Euro- 
pean countries. An attempt was made 
to correlate marked wartime caries re- 
ductions with the drastic reductions in 
the amounts of refined carbohydrates— 
particularly white sugar—available for 
human consumption during both World 
Wars. A study of successive groups of 
7-year-old Norwegian children each year 
showed the following reduction in caries 
rate: (Table 1). 

The reduction in sugar consumption 
did not concur with the reduced caries 
rate. Sugar rationing was begun in 1939 
at 50 per cent reduction and did not go 


beyond 65 per cent reduction follo 
the invasion by the German armies’ i@ 
1940. The relative constancy of the avaih 
able sugar supplies is in marked cont, 
to the decrease in the caries rate 
1941. 















TABLE I 

Year Reduction in 

OES adi icwces ones aan 5 percent — 
DI ba4 Sond nic ant am 5 percent 
MEE thin cigars ooh eae ae 5 percent — 
SRE SP peewee: 23 percent — 
SED eink kettle gics ava 43 percent 
SRE RREN Spr Orisiag 57 per cent 
EE Re Rie 75 per cent * 





Sognnaes suggests that the low rate af 
caries of the children who reached them 
7th year in 1943, 1944 and 1945 “might 
be related to the high consumption 
natural foods, potatoes, cabbage and 
time bread which contained 80 to 95 p 
cent of the whole grain.’ 

In recent studies with mice, hamsten 
and the Long-Evans strain of rats, Sogm 
naes has been able to produce cario 
lesions similar to those in man by feeding 
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the highly purified diets, complete in all 
known essentials which have been demom #§ *8° 
strated to produce caries in the cotton rat 
Purified rations fed to animals prior to 
gestation, during gestation and lactation 
produced much higher rates of den ws 
caries in the young than if their mothes 
were given natural foods during the pe 
riods of tooth development. bee 
The data secured by Sognnaes and other 
investigators indicates the desirability off ,,, 
directing efforts for the prevention obf% c,, 
dental caries to increased emphasis 009% cai 
adequate food for expectant and lactating i Cal 
mothers, for infants and young childrem¥ Pho 
during the periods of tooth development § Iror 
As much more attention is now being dé Vit 
rected in public health programs and by gm Vi 
obstetricians, pediatricians and nutrition ji V'* 
ists on better diets for mothers and yo a 
children, the next decade may give us itt “ 





teresting data on caries in child 
whose dental development took place ut 
der more favorable dietary conditions. 











PERFECT TEETH OF THE CHILDREN 
AT ST. VINCENT’S 

Ten years ago the diets of children 
living at this institution in Philadelphia 
(St. Vincent's Home for Children Under 
Four) were given to the speaker for 
evaluation. A careful study of the total 
values for one week revealed optimum 
amounts of all essentials. In submitting 
the dietary calculations to the supervising 
dentist, Dr. John P. Looby, a2 comment 
was made to this effect: “If an excellent 
diet has a direct relation to building 
strong beautiful teeth which resist caries, 
foods like these should produce good 
results.” 

Examinations of the teeth of these 
children in 1938, 1942 and in 1948° show 
that each group of children in the insti- 
tution at the time was caries free and had 
well-formed dental arches. Moreover, 
when they were transferred to other 
homes for children at the age of 4 years 
their teeth had a much lower incidence of 
dental caries than those of other children 
in the same environment and of the same 


children a definite factor in their freedom 
from dental decay and their low incidence 
to caries when food is less adequate? 
The dental story of these children has 
been summarized in a booklet prepared by 
John P. Looby, D.D.S., the examining 
dentist. (This booklet was made avail- 
able for all dentists at the conference.) 


DIETARY STUDIES OF CHILDREN 
WITH DENTAL CARIES 


In the past several decades several insti- 
tutions have studied the relation of chil- 
dren’s diet to dental caries activity. For- 
sythe Dental Infirmary for Children in 
Boston, the Universities of California, 
Iowa, Michigan, Columbia and Pennsyl- 
vania are among those which have carried 
out studies over a period of years in their 
dental schools or in nearby homes for 
children. Reports of their findings have 
appeared in dental journals from time to 
time. In these reports the rate of caries 
activity has been discussed in relation to 
dietary adequacy as a whole, or to the 
carbohydrate content with specific refer- 


age. Is the superior regular diet of these ence to refined sources. In all of these 


TABLE 2 


ANALYSIS OF MEALS OF CHILDREN AT ST. VINCENT’S HOME 








Average Daily Intake 
Based on a Week's Food Record** 


Recommended Allowances* 
for Children 1 to 4 Years 


Ss. 


40-50 grams 

47-62 grams 

150-200 grams 
1200-1600 

1.00 gram 

1.00 gram 

7 to 8 milligrams 
2000-2500 I.U. 

0.6 to 0.8 milligrams 
0.9 to 1.2 milligrams 
6 to 8 milligrams 

35 to 50 milligrams 
400 I.U. 





64 grams 

61 grams 

229 grams 
1707 

1.51 grams 
1.49 grams 
18.5 milligrams 
10,307 I.U. 
1.65 milligrams 
3.49 milligrams 
11.5 milligrams 
108 milligrams 
438 LU. 


BSe2e2h BRESSES 
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* National Research Council, October, 1948. 
** August, 1948. 





reports there has been a definite correla- 
tion between excessive or generous use of 
sweets and/or general dietary inadequacy 
and the rate of caries. 

A three-year study at the University of 
Pennsylvania,* conducted at the Children’s 
Clinic and for private dentists in Phila- 
delphia showed that no child referred had 
a totally adequate diet. 

The degree of deficiencies in the diets 
of the children attending the dental school 
clinic are listed in Table 3. 


Such dietary deficiencies are not un- 
usual im Pennsylvania. This has been 
confirmed by the Mass Nutrition Studies 
carried on continuously for over 10 years 
in various areas of the state by Dr. Paul- 
ine Beery Mack. Analyses of a week's 
food record from each of more than 
10,000 children show deficiencies very 
similar to those listed in Table 3. 


TABLE 3 








Per Cent of Diet 
Showing Deficiencig 


Dietary Essential 





66 
38 
74 
62 
83 
78 
51 
90 





The degree of caries rate also app 
to be related to the degree of die 
ad ies. Efforts to compare diets of 
11-year-old children that were caries f 
with those afflicted with active and ramp 
ant caries show that diets were progre 
sively poorer as caries activity increase 
Data obtained at the University of Pem 
sylvania are shown in Table 4. 


28.2 B&B 882524386 | 


TABLE 4 


. = 
COMPARISON OF Foop INTAKE OF A GROUP OF ELEVEN YEAR OLD CLINIC CHILDREN: ‘ 


witH VARYING Decrees oF DENTAL HEALTH 








Active Caries 
5-7 Cavities 
per Child 


Recommended 


Allowances* 


Caries-Pree 





76.9 
113.7 
261.8 
2379 
1.281 
1.599 
13.3 
10,801 
1.46 
1.82 
94 
803 
24.3 
54.1 


65.4 
91.6 
250.5 
2073 


70 gm. 

97 gm. 

310-345 gm. 
2,500 

1.20 gm. 

1.20 gm. 

12.0 mg. 

4,500 I.U. 

1.2 mg. 

1.8 mg. 

75 mg. 

400 LU. 

{1:2 ratio ; 
lin favor of base 33.8 18.8 








Average of 5 chil- 
dren (all at this 
age that were car- 
ies-free) 


Average of 10 chil- 
dren (random sam- 
pling) 





Average ‘of 10 @i 
dren (random sa 


pling) 








Norte: 


Food intake was average daily diet based on a seven-day record for each of these groups. 


* National Research Council, October, 1948; fat 35% of calories; carbohydrates 50-55% of calories. 
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DAILY FOOD PATTERN FOR GROWING CHILDREN 








24 ounces to 1 quart, as a beverage and in cooked foods. 


GREEN LEAFY OR YELLOW 


1 or more servings. Some cooked, some raw. 

1 or more servings. 

1 or more daily, 

2 servings; 1 should be orange, grapefruit or tomato. 

. 1 to 2 servings. Liver once each week is highly desirable. 

Easily digested kinds in place of, or in addition to meat. 

1 daily; at least 5 a week. 

Whole grain or enriched kinds. Hot cooked varieties are 
preferred to cold, ready-prepared cereals. 

Whole grain or enriched; 2 to 3 slices with &ach meal if 


desired. 


Some with each meal. 

Every day during early childhood and during schooi months 
im amounts advised by physician. 

In moderation. 





BETTER UNDERSTANDING OF 
FOOD VALUES NEEDED 


Personal conferences with children and 
parents who have submitted weekly diet 
records reveal that they have a genuine 
interest in wise food selection. In too 
many cases the facts they now have are 
inaccurate. They welcome suggestions 
that are direct, clear, and economically 
possible for them to follow. 


Visual aids in the form of simple 
graphs, food or meal comparison charts, 
and diet suggestions for various ages are 
most helpful. A new set’ of food value 
charts showing the amount of protein, 
minerals, and vitamins in average serv- 
ings of common foods in Pennsylvania, 
has just been made available at printing 
cost. Nine foods are listed on the front 
of each chart. On the back, about 25 
foods are recorded together with the lat- 
est Recommended Allowances for people 
of all ages. Such graphic material is a 
valuable aid to dentists and dental hy- 
gienists as well as to physicians, dietitians 
and nutritionists. 


Other helpful nutrition literature *™ 
can be secured free, or at nominal cost, 


from various state and national organiza- 
tions or other sources. 


The whole story of diet in its relation 
to children’s dentistry is‘ not yet known. 
However, available evidence does seem to 
indicate that better nourished soil and 
better fed people are major aids to reduc- 
ing dental caries at all ages. Jeans ** has 
described caries as “our most widespread 
nutritional scourge.” 
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What Dental Schools Are Doing in Children 
Dentistry 


J. L. T. Apptetron, D.D.S., Sc.D., Dean 
School of Dentistry, University of Pennsylvania 


ON or about September 1, 1948, I re- 
ceived from Dr. Nash a letter inviting me 
“to address the whole body of the Con- 
ference on the subject of “What Dental 
Schools are Doing in Children’s Den- 
tistry.’" Before Dr. Nash could change 
his mind I replied in effect that, consider- 
ing my ignorance and the importance of 
the subject, I'd accept his commission. 
Because there was neither time nor money 
to do more, Dr. Robert E. DeRevere un- 
dertook to make a survey of dental school 
catalogs, supplemented by some corre- 
spondence. Regretfully we did not visit 
the schools in person, but all concerned 
will (I'm sure) be grateful to us for the 
fact that we did not circulate a question- 
naire. Our method of procedure has its 
short-comings, I admit. Writers and com- 
pilers of school catalogs are not under 
oath to tell the truth, the whole truth, 
and nothing but the truth—nor are they 
subject to the regulations and penalties of 
the Securities and Exchange Commission. 
Instruction in the same field may be given 
by different departments of a school and 


may be listed under different names in 
different schools: all of which makes it 
difficult for an outsider, not familiar with 
the internal affairs of a school, to draw 





a composite picture which closely 
the truth. : 
In most if not in all schools more-tim 
is scheduled for pedodontia than is f 
under that word in the catalog. 
ample, at the University of Penns 
the catalog lists 16 lectures and at le 
hours in the clinic, in the 4th year. He 
ever, in addition to this, in the first yt 
there is a course in the natural histo 
the human dentition, much or all of 
is basic information to pedodontia. Ma 
of a course im nutrition is pertinent, 1 
in the third year there is a course in@ 
development which is equally basi¢ 
orthodontia and to pedodontia. My ¢ 
course in bacteriology may help the 
dergraduate to know something 
dental caries: its etiology, activity t 
and control. Representatives of ¢ 
schools can tell the same story, The pol 
is that dental schools schedule much 


terial, relevant to pedodontic services, t 


addition to the material in the course, 
mally labelled pedodontia. In fact, 
chief function of the formal course 
well be to select and to re-orient fromt 
whole curriculum what is relevant to 
dental needs of the child. These s 
tions are supplemented by instruction: 
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the knowledge and skills, peculiar to 

tia; and the old and the new are 
integrated to the end that the graduate 
can give and wants to give good pedo- 
dontic service. 

Statistics, compiled from catalogs, must 
be interpreted with due regard to the res- 
ervations mentioned above. But the 
amount of time, specifically scheduled as 
pedodontia, may tell us how high pedo- 
dontic services are rated by the adminis- 
tration and faculty of a school (possibly 
a reflection of the zest and vigor of the 
teacher responsible for the course in pedo- 
dontia). At any rate, some good may 
come from the publication of these sta- 
tistics—if only denials and corrections. 

What dental schools are doing in chil- 
dren's dentistry can be classified under 
the headings of research and of instruc- 
tion. It is hard to overvalue the impor- 
tance of an undergraduate “growing up” 
to professional maturity in an environ- 
ment where research is active. Neverthe- 
less, I propose to limit myself to the 

ion—what instruction in dentistry 
for children is being offered by the den- 
tal schools of this country, and I shall 
center my attention on the instruction 
given to undergraduate dental students. 
Postgraduate (or refresher) and graduate 
courses will receive less attention. Dental 
schools which are training oral hygienists 


are making an important contribution in 
providing personnel for dental care for 
children. This point should not be over- 
looked, but I shall have to leave the de- 
scription and evaluation of this contribu- 
tion to others. 

Dental leaders have probably always 
been aware of the importance of dental 
care for children. For example, I can re- 
member Kirk’s characteristic fondness for 
the folk phrase—‘the breeding of the 
teeth,” his frank advocacy of gum-lanc- 
ing, when indicated, and his interest in 
“infantile scurvy” which reflected his deep 
interest in nutrition. But even more sig- 
nificant was his insistence that a dentist 
should be judged by the condition of the 
mouths of those patients who had been 
under his care since early childhood. 
Nevertheless, I cannot .remember having 
had a child patient while I was an under- 
graduate—though we heard that there was 
a place for tinfoil in deciduous teeth. 
According to Gies (1926) special atten- 
tion to pedodontics is mentioned in the 
catalogs of the University of Kansas City 
(1919), of Northwestern University 
(1922), and of New York University, 
Toronto, Iowa, and Dalhousie (not later 
than 1926). In 1928, 7 schools listed 
courses in pedodontics: by 1936, the num- 
ber had risen to 42: a 6-fold increase in 


8 years. 


NUMBER OF SCHOOLS LISTING COURSES 











_ The following tables give some of the 
information gathered from current dental 
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school catalogs, relevant to instruction to 
undergraduates. 





TABLE 1 


DistRIBUTION OF HouRS OF PEDODONTIA IN DENTAL SCHOOLS FROM 1947-8 CATAL 
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* Plus am undetermined number of hours. 

+ Courses and staff for the third and fourth years of the dental curriculum had not been completed. 

Note: Some dental schools are omitted because their most recent announcement was not available or # 
announcement did aot contain the necessary information. > 
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POSTGRADUATE AND practitioner to take care of children mom 
GRADUATE COURSES effectively. | 
At least 10 dental schools offer post- Graduate courses, lasting an academil 
graduate (refresher) courses (College of year or more, are offered by at leant 
Physicians and Surgeons (Calif.), Ohio dental schools (Tufts, 7 
State, Tufts, New York University, Co- Iowa, Oregon, Michigan and Tennessee}: 
lumbia, Iowa, Illinois, Michigan, Uni- a least 3 of these lead to the M.S. ¢ 
versity of Pennsylvania, and Tennessee). These courses appear to be ¢ 
These courses extend over periods, vary- cand especially for dentists who d 
ing from 30 to 180 hours or more. These to prepare themselves for specialization 
courses are designed to help the general pedodontics, either in private practice 
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in teaching and research or in some phase 
of public health dentistry. The perform- 
ance by the full-time and qualified pedo- 
dontist of all orthodontic services, needed 
by the child and adolescent, seems a log- 
ical and desirable development. 

In addition to the courses listed above, 
clinics such as the Forsyth, Eastman, and 
Guggenheim offer internships which of- 
fer opportunities to increase one’s 
tence in pedodontia. A close relation of 
such clinics with a dental school would 
be mutually advartageous. Similar in- 
ternships, no doubt, are available else- 
where in the country, e.g., as at the Chil- 
dren's Hospital in Philadelphia, which is 


affiliated with the University of Pennsyl- 


vania. 


Statistics, given in the tables, repre- 
sent a mere skeleton: the objectives of a 
course and the methods used to realize 
those objectives represent the flesh and 
blood. From catalogs, papers, addresses, 
and correspondence | shall try to outline 
a composite picture of what seems a satis- 
factory course in pedodontia for under- 
graduates. If this picture contains some 
shadows cast by forthcoming events rather 
than by what has been or by what is, I 
may be forgiven because education always 
should be more interested in the future 


TABLE 2 


AVERAGE PERCENTAGE DISTRIBUTION OF SUBJECTS IN DENTAL CURRICULUM, 1941-2, 
COMPARED WITH RECOMMENDATIONS OF CURRICULUM SURVEY COMMITTEE, 1934 








Recommended 
in 1934 


Subjects 


In Operation 


in 1941-2 Difference 





Anatomy, all branches 
Physiology, general and oral 


Pharmacology and Materia Medica ....... 
Pathology, general and oral 


13.05 
4.39 
2.93 
2.19 
1.83 
4.39 
3.39 
2.20 
2.74 
1.42 
2.56 


12.94 
3.98 
3.08 
2.91 
2.14 
4.22 
1.65 
2.16 
1.94 
1.41 
2.88 


—0.11 
—0.41 
+0.15 
+0.72 
+0.31 
—0.17 
—1.74 
—0.04 
—0.80 
—0.01 
+0.32 





0.00* 2.33 +2.33 





Oral Surgery and Anesthesia 

Public Health and Hygiene 

History, Ethics, Jurisprudence, etc. ....... 
Physics 


100.00 


23.63 
0.00* 
0.46 

23.33 
2.47 
1.83 
3.16 
1.47 
2.56 


20.58 
2.10 
0.91 

25.94 
4.96 
1:00 
2.87 
0.00 
0.00 


—3.05 
+2.10 
+0.45 
+2.61 
+2.49 
—0.83 
—0.29 
—1.47 
—2.56 


100.00 0.00 





* Included in Operative Dentistry. 


(Adapted from Horner, H. H. 1947, Dental Education Today. 
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Univ. Chicago Press, p. 246.) 








than in the past, and the present is only 4 
non-dimensional, moving point separating 
the past from the future. 

There are 4 generalities that need em- 
phasis. (1) the adequacy of instruction 
in pedodontia depends upon the teacher 
responsible for the course. The charac- 
teristics that make a good teacher are of 
paramount importance here. This is a 
truism, of universal application in educa- 
tion. I don’t feel that it’s particularly 
important whether or not pedodontia be 
a separate department, co-ordinate with 
the departments of operative or prosthetic 
dentistry. The important thing is that 
pedodontic instruction be in the hands of 
the right man (or woman) who is given 
the opportunity and encouragement to 
make the most of it. I can imagine, not 
only with equanimity but even with some 
enthusiasm, a department of operative 
dentistry, the chief interest of whose chair- 
man would be pedodontia. (2) An im- 
portant function of the undergraduate 
course in pedodontia is to present the 





fundamentals on which intelligent 
successful pedodontic service is based, 
to prepare and to condition the 
so that he will continue to learn after 
graduation. (3) Pedodontics should bk 
integrated with the whole dental curri 
lum, just as pedodontic service she 
an integral part of every well-b 
general practice. The need for integrm 
tion is not limited to pedodontia, but we 
gently and constantly applies to the whol 
dental curriculum. (4) Just as the bem 
dental service takes into account the tot! 
health and welfare of the patient as @ 
individual, so pedodontic _ instructic 
should be organized in terms of the totdl 
health and welfare of the child as an inde 
vidual. (Remember “individual” me 
“jndivisible”.) Without due attention 2 
these 4 generalities, pedodontic instrug: 
tion is bound to be unsatisfactory 
pedodontic service is likely to be 
fying. . 
Individuals have wants. From this 
basic fact has arisen the exchange of ge 
























































































TABLE 3 BR 
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DisTRIBUTION OF GRADES AND POINTS IN RATING OF CLINICAL SuBJECTS (1944) IN 38 S and 
i = 8 Wan 
A=4 B=3 Cc=2 | D=1 A 
Subjects = Back 
| No. | Points| No. | Points| No. | Points| No. | Points| Grades| F 3 
Prosthodontia .............. | 7| 23 |23| o | @| | 2| 2 | 38 some 
Oral Surgery ................ 6} 2% | 17; SL || 2 | 4) 4] 38 ital s 
Roentgenology .............. 4| 16 |17| 51 | 14] 28 | 3 3. | 38 j 
Amante 5... ccc cscscecss. 5| 2 |14| 42 | 16) 32 | 3| 3 | 38 mPrep 
ee 2; 8 | 17} 6 19 | 38 0 0 38 n 
Orthodontics ............... 6| 2% |15| 46 |10| 2 | 7 7 | 38 the 
Dentistry for Children ...... 4; 16 |12] 36 | 17| 3% | 5 | 38 | he 
Dental Material ............. 2 8 | 13 | 39 | 16 | 32 7 7 | 33 i tien 
Pulp-Canal Therapy ......... 0; O 14; 42 18 36 6 6 38 ; 
eS RTI Oo; O |} 11! 3 | 23) 4 | 4) 4] 38 ia 
Periodontia ..............-+- 2 | 8 | 8| 2 |22!] 4 | 6| 6 | 38 Bis 
Jurisprudence ............... 0 | 0 10; 30 | 24) 48 4 + 38 YR not 
Publie Health and Hygiene..| 1 4 14 42 12 24 ll ll 38 | 
<i 2 | 8 |10|} 30 | 16| 32 | 10] 0 | 38 ) hie 
Practice Management ....... 0; 0O 10 30 18 36 10 10 38 Mor 
IK Gaiiica inc cg cikddaonnc 3/ 12 | 4] 12 | 16|] 32 | 15] 16 | 38 ] pop 
were ore 4 
Grand Total ............ 44 | 176 |209 | 627 [258 | 516 | 97 | 97 | 608 ‘ T 
mak 














(From Horner, H. H., 1947 


- Dental Education Today, Univ, Chicago Press, p. 246.) 
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TABLE 4 


DEVOTED TO PEDODONTICS IN COMPARISON TO ToTAL Hours (WHERE OBTAINABLE) 
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nd services which constitute the economic 
life of any community. Division of la- 


ue bor results in an improvement in the qual- 


ity of these goods and services, and expe- 
dites their exchange. Thus Adam delved 
ad Eve span: we have heard of the hew- 
tts. of wood and of the drawers of water: 
d some of our neighbors are butchers, 
bakers, candlestick makers, doctors, law- 
yers, merchants,—and what else? Den- 
tists make a living by supplying goods 
d services which some people want. 


=f Wants are not to be confused with needs. 


Back of wants lies a vast store of needs 
Hwhich are potential wants and which may 
igs sometimes be translated into wants. Den- 
‘ital schools should help undergraduates to 
wmprepare themselves to satisfy certain 
It is also legitimate to introduce 
the undergraduate to certain technics by 
hich needs are translated into wants be- 
ause often such translation is in the pa- 
tient's own best interests. And the den- 
fal schools certainly would be lacking in 
vision and would be remiss if they did 
qj et anticipate the trend by which many of 
pggtoday's needs will probably become to- 
Morrow's wants in large segments of our 
“population. 
4% This economic approach to curriculum- 
making is sound and realistic. Without 
trying too meticulously to distinguish be- 


tween needs which are potential wants 
and actual wants, what are the conditions 
in the child from which arise his needs 
for dental services? We think of den- 
tal caries, pulp disease and death, tooth 
fracture, gingival and periodontal lesions, 
delayed eruption and prolonged retention 
of teeth, malocclusion, developmental de- 
formities—such as cleft palate. 

Some of the more frequent and obvious 
needs and wants which grow out of these 
conditions are—in general terms—relief 
from pain and disfigurement, improve- 
ment of looks, correction of defects and 
habits, cure of disease, prevention of dis- 
ease (local and systemic, immediate and 
sequellae), and the institution of meas- 
ures to assure the optimum development 
of the potentialities of the child. 

In dealing with the child, we are con- 
cerned not only with his needs and wants 
but even more with the wants of adults, 
which involve the health and welfare of 
the child. Thus, the parent not the child 
may want the child to visit the dentist's 
office. 

No informed person, I believe, will 
deny that the child needs dental services, 
—to prevent, to treat, to correct, and to 
compensate for the conditions, mentioned 
above. But before these services can be 
delivered there must be a demand for 











them and there must be a willingness and 


a preparedness on the part of the dentist 
to supply the demand. 

The translation of a need into a want 
or demand is a matter of education and 
psychology: education so one can act in- 
telligently and psychology so one wall act 
intelligently. Education and psychology 
must be directed at both the child patient 
and at the parent or at whoever stands in 
loco parentis.. There is the well-known 
triangle, with action and reaction between 
the two members of each pair. The prob- 
lem of the problem child often is the 
problem parent. The ability to put one- 
self psychologically in the place of the 
child—to get the child's viewpoint—is a 
great asset. This does not mean to talk 








dentist 

















down to the child or to condescend. The 
willingness of the dentist to supply the 
demand also depends upon education and 
psychology: i.e. what he knows and how 
he’s motivated. 


Children are not always welcome in all 
dental offices. (I hope some of you will 
feel that this is an understatement). 
Many of us feel this is unfortunate and 
short-sighted. Various reasons have been 
advanced :—inability to manage children, 
conflicts between school hours and office 
hours, inadequacy of remuneration, lack 
of special knowledge and skill. Obvi- 
ously it is the duty of the dental school to 
do what is possible to nullify these ‘‘rea- 
sons”. But the dental school needs help. 
Recent graduates tend to adopt the pro- 
fessional mores of the communities in 


YEARS IN WHICH PEDODONTIA Was 
SCHEDULED IN 36 DENTAL, SCHOO 


TABLE $ 
































Year Schools scheduling ce 
in pedodontia 
2nd 6 < 
3rd 27 ; 
4th 31 * 
= 
which they settle. If the older p 


tioner side-steps accepting children a 
tients, the new practitioner will be 


clined to do the same. State li 


boards by examining the applicant fo 
knowledge and skill in pedodontia 1 
make both the schools and the d 
undergraduates take the subject of p 


dontia more seriously. 


Patient education is important i 
phases of dental practice: in pedod 
this is particularly important and difficak 
and rewarding. Patient education in 
field is directed both toward the childiam 
toward the adult responsible for i 
child's happiness and welfare. What® 
the recent graduate say in answer to 
question—“Why bother with the 
and ow will he say it? 


teeth?” 


Child is Father of the Man.” 


pointment with a child is an opport 

(and a duty) to make him ‘ ‘mouth coe 
scious” throughout life. 
in children is necessary ‘‘for the es 


THE YEARS IN WHICH THE TEACH 
PEDODONTICS IN 36 DENTAL SCHOOLS: 
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ment and maintenance of oral and dental 
health in adult life.” (Letter from E. 
Reed Smith, D.D.S., Georgetown Uni- 
versity.) A population which is not con- 
stantly receiving young blood soon be- 
comes senile: and too many dental prac- 
tices become senile and defunct because 
young patients are not welcomed. 


The dental school should seek to orient 
and condition the undergraduate so that 
after graduation he will not be averse or 
indifferent to children as patients. This 
is putting the case negatively. In fact, 

itive statement is much better. The 
undergraduate should leave the dental 
school with a keen awareness of the many 
advantages and satisfactions that lie in 
having a good leaven of children in his 
practice. They will keep his practice 
young as they will his home. 

It is difficult to overvalue the impor- 
tance of a working knowledge of the psy- 
chologic factors and mechanisms which 
affect dentist-patient relations. In his 
thinking of the psychologic responses of 
the patient and how to affect those re- 
sponses, the dentist himself wouid prob- 
ably be benefited by a little soul-searching 
or (remembering “psyche” = “‘soul”) a 
little auto-psychoanalysis. This should 
contribute to improved relations. In a 
recent report of a committee of the Brit- 
ish Medical Association on a revision of 
the medical curriculum, it is recommended 
that psychology be included as a preclin- 
ical science, co-ordinate with anatomy and 
physiology. That seems like progress! 


I hope I have not spent too much time 
in stressing the importance of psychologic 
problems and the importance of meeting 
those problems effectively. 


Obviously much more is needed than 
being a good practical psychologist. A 
good introduction to pedodontia would be 
the presentation of childten (in itself a 
good demonstration in psychology) illus- 
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TABLE 7 


YEAR AND METHOD OF TEACHING 
PEDODONTIA IN 36 DENTAL SCHOOLS. 
1947-8 CATALOGS. 








Method of Instruction 





Labora- 


Lecture 
tory 


Clinic 





3 0 


4 18 


31 

















trating the various conditions, as dental 
caries, from which arise the needs and 
wants for dental services. This could be 
supplemented by kodachrome slides. At 
this point the subject of the epidemiology 
of oral diseases in children could be pre- 
sented. This is necessary for one to see 
the problems of pedodontia in broad and 
true perspective. This knowledge also 
furnishes factual information, needed for 
patient and lay education. It should help 
to bring the public health worker and the 
private practitioner closer together: For 
the same reasons, it is necessary for the 
undergraduate to be aware of the signifi- 
cance of the oral diseases of children to 
the individual and to society, 


These departures from normal create 
our problems, and our instincts.and our 
interests are quick to stir us to do some- 
thing. But experience has taught the 
folly and fallacy of going too fast. The 
abnormal can only be understood and ap- 
preciated by comparison with the normal. 
Consequently the undergraduate should 
spend some time in discovering the nor- 
mal and in familiarizing himself with it. 
A knowledge of the growth and develop- 
ment of the child, both physical and men- 
tal, is needed. Considerable attention 
should be given to the psychology of the 
child and to the psychology of habits 
(thumbsucking, etc.) The development 








of the face, jaws, teeth, and occlusion 
should be reviewed. The characteristics 
and chronology of the deciduous, mixed, 
and permanent dentitions should be well 
known. The student should familiarize 
himself in considerable detail with the 
comparative, microscopic and macroscopic 
anatomy of the deciduous and the perma- 
nent teeth. The same applies to the other 
structures of the oral cavity and adjacent 
parts. A good knowledge of diet and 
nutrition is essential. Anxious mothers 
will ask questions: e.g. white vs. whole 
wheat bread, pasteurized vs. raw milk, 
calcium, phosphorus, vitamins, calories, 
etc., breast vs. bottle feeding, various 
types of rubber nipples. This, as much 
else, should be co-ordinated with the 
teaching of a good nutritionist and a good 
department of pediatrics. 


From this detailed study of the normal, 
the undergraduate undertakes a thorough 
study of the etiology and pathogenesis of 
the abnormal conditions which started all 
this trouble. Either at this time or at 
some earlier time, the natural history of 
caries should be comprehensively devel- 
oped. Too many of our graduates, I'm 
afraid, would be puzzled if asked to dis- 
cuss the problem of dental caries. (You 
either extract the tooth or fill it. Of 
course there’s a choice of filling material, 
but that’s almost automatically answered 
by esthetics or economics. What else is 
there to do?) This would be a good 
place to bring in the principles and 
methods of caries activity tests and caries- 
control. 


With this background, the undergradu- 
ate has had an opportunity to prepare 
himself so that he can now profitably re- 
turn to the study of the clinical manifes- 
tations of disease. 

Disease is not always a local process: 
extra-oral disease may manifest itself in 
the mouth or may influence the course of 
oral disease; and oral disease may cause 
or influence extra-oral and systemic dis- 
ease. A good pediatrician will be most 
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YEAR AND COMBINATION OF METHODS gp 
TEACHING PEDODONTIA IN 36 DENTAL 
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SCHOOLS 

Method of 

Teaching 2nd yr.|\ 3rd yr. | 4th we 
Lecture 3 7 oO 
Laboratory 2 2 o 
Clinic 0 2 17 
Lecture and 

Laboratory 1 0 0 
Lecture and 

Clinic 0 14 1S 
Laboratory 

and Clinic 0 0 0 
Lecture, Clinic 

and Labora- 

tory 0 2 0 


































helpful in the effort to see the child 


total individual. 


As a clinical pathologist, the 
graduate learns the philosophy, meth 
and technics of examining the patien 
X-ray technics and interpretation 
some special attention when the chi 
The student learns to t 
histories and to record observations; 
learns the art of diagnosis, and the strat 
egy of treatment planning. What she 
be done to establish, to maintain, to 
store, and to improve the health, funct 
and appearance of the oral cavity (and 
associated parts) of this child in terms 
the health and welfare of the child as: 
total individual and personality? Ti 
several steps or stages of the plan 
treatment must be intelligently co-o 
nated: and continuing supervision 


the patient. 


be envisaged. 


The student is now ready to be int 
duced to the dental services which 
indicated by the condition and the 
fare of the child: preventive services 
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therapeutic services. Caries control, pulp 

ion, preventive orthodontia which 
includes such intriguing phrases as ‘space 
maintainers,’ the interception of maloc- 
dusion,” and “tooth guidance,’ the role 
of the dental hygienist, nutritional advice, 
tooth-brushing. 

In too many cases, operative procedures 
will be required: securing a dry field, cav- 
ity preparation with special reference to 
Class II, application of matrices, working 
of filling materials, prophylactic odon- 
tomy, copper-cement, fractured perma- 
nent anteriors, pulpotomy, endodontia. 
Operative technics should be based not 
only upon the morphology of the indi- 
vidual tooth but upon a knowledge of the 
developing arches and the evolving occlu- 
sion. (Easlick, 1947). 

Anesthesia in the child, dental extrac- 
tions, and other forms of surgery require 
special attention. 

The cleft palate child should not be 
neglected, and the undergraduate should 
come to realize that much more is required 
than the services of a plastic surgeon, no 
matter how experienced and expert he 
may be. Treatment should be comprehen- 


sive and co-ofdinated, including co-opera- 
tion among pediatrician, surgeon, nose 
and throat specialist, orthodontist, pros- 
thodontist, operative dentist, psychologist, 
and speech trainer. The importance of 
team work in this field has been outstand- 
ingly demonstrated by two of our Penn- 
sylvania colleagues, Dr. Herbert K. 
Cooper and Dr. Cloyd S. Harkins. 

This discussion, which started in the 
past and which looks into the future, has 
not (I hope) tried your patience. If you 
think I’m suggesting that pedodontia 
should be the major department in the 
school—all I cam say is that I wish it 
could be so. Unfortunately, much water 
must run over the dam before that day 
comes. Others may be more courageous. 
I hope they're right. Four years ago 
Percy Howe wrote me:—“‘I have arrived 
at the point where I think the educational 
set-up in our dental schools is out of 
shape in that the basis of instruction con- 
cerns the . . fepair for the adult 
whereas it should concern the child first 
and this should be the central theme in 
instruction if prevention is to mean any- 
thing.” 


Children’s Dentistry in the Dental Schools 


L. E. VAN Kirk, A.B., D.DS., M:S., Dean 
School of Dentistry, University of Pittsburgh 


A CONFERENCE on dentistry for chil- 
dren would be incomplete without some 
discussion of the present training program 
in the schools of dentistry. The rate of 
the future progress in the field of pedo- 
dontics will depend on the interest of the 
dentist of tomorrow in this important 
Phase of dental practice, as well as his 
ability to manage the child patient. He 
must be capable of practicing the same 
high quality of operative dentistry for 
children as he normally would render his 


adult patients, and with equal remuner- 
ation for his time. 

The importance of the care of chil- 
dren’s teeth is not a new concept in the 
field of dentistry. The writings of the 
early Colonial dentists are full of refer- 
ences to the careful attention that should 
be given to the teeth of children if the 
permanent teeth are to be sound and 
erupt in an orderly, regular fashion. Men 
like John Baker, the preceptor of Paul 
Revere, Robert Woofendale, who made 





the earliest literary contribution to den- 
tistry in America, Richard Skinner, who 
established the first dental clinic in Amer- 
ica, and others, were aware of the fact 
that the widespread loss of teeth could 
be averted if more children were given 
proper dental treatment. 


As dentistry and dental education de- 
veloped in America, the teaching of tech- 
nical and clinical skills was so empha- 
sized that children’s dentistry received 
little attention. This would be quite 
natural, for why should a dentist waste 
hours of skillful labor on a ‘temporary 
dentition,” when the same time spent on 
restorative dentistry would bring greater 
financial return to the dentist and greater 
satisfaction to the more mature patient? 


Down through the years an occasional 
prophet has appeared and called atten- 
tion to the problem of the care of chil- 
dren's teeth. In 1913, Dr. Alfred C. 
Fones, in Bridgeport, Connecticut, was 
able to convince the officials of that city 
that they should appropriate $5000 to 
teach the value of dental prophylaxis as 
a deterrent to dental caries in children. 
With the aid of the earliest dental hygien- 
ists, the program resulted in a substantial 
reduction of caries in permanent teeth of 
33.9 per cent during the first five year 
demonstration. This increased to 69.3 
per cent when the children had access to 
a city clinic for school children, where 
carious permanent teeth were filied. Sim- 
ilar programs verify this early work in 
Connecticut. 

In 1926 the Carnegie Foundation for 
the Advancement of Teaching published 
the famous Bulletin 19. Dr. Gies, who 
made the study of dental schools in the 
United States and Canada, realized the 
importance of children’s dentistry when 
he wrote in that bulletin, ‘Preventive 
dentistry for children is the most urgent 
general responsibility of the dental pro- 
fession” and again “The great urgency 
of preventive dentistry for children, in- 
cluding operative procedures to secure it 


makes a children’s department in the ia 
firmary an essential feature of 
clinical instruction in dentistry, and 
gests adequate development of this 
ice in every dental school.” 

Following the Gies report, a committe 
of the American Association of Dental 
Schools undertook a study of the currigg 
lum of the dental schools financed byy 
grant from the Carnegie Corporation. Ab 
though Dr. Gies saw clearly the urgent 
need for children’s dentistry in 1926, the 
Curriculum Survey Committee did 
recommend the establishment of a sep 
ate department of children’s sensisen ll 
the new curriculum, but did suggest a 
allotment of 60 hours in the clinic for 
the treatment of children. 

The Curriculum Survey Committee pro 
posed a course in preventive dentistry it 
which they state “No special course has 
been outlined in dentistry for children, 
the course in the application of preventive 
principles in dentistry is intended to serve 
the purposes of a course in pedodontia to 
a large extent.” 


One must surmise that the Curriculim 
Committee was very conservative in their 
recommendations in this field. Per 
the emphasis on technical courses and 
allotment of so many hours of the cub 
riculum to these subjects was responsible 
for this inching along toward a goal 
which was already visible, and is now a 
most achieved. It took from 1926 & 
1935 to make this beginning of a depatt 
ment of pedodontics in the dental schoob 
I believe that the above introduction & 
important as a background against whid 
I can report what is being done today. . 

As a preliminary step, in the prepatt 
tion of this paper, I asked Doctors Hagas 
and Foster of the Department of Pedé 
dontics at the School of Dentistry of the 
University of Pittsburgh, to review tht 
description of the courses in pedodontigs 
in the various dental schools in the United 
States and Canada. This was done 5 
reviewing the late bulletins of the vari 
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schools. For some schools, the 1948 bul- 
letins were not available and in these cases 
the most recent ones were used. 


The variations in the pedodontia de- 
ts of the schools are so great that 
it is difficult to draw any single pattern 
or outline that would represent what the 
schools are doing. It would be necessary 
to discuss each school separately to obtain 
a comprehensive picture of children’s 
. There are certain types of pro- 
gram in the schools that can be enumer- 
ated, with reference to organization, con- 
tent, hours of lecture and instruction. 
Most of the schools could be placed in 
one of these general types with variations 
at some point in the program. 
About 90 per cent of the schools have 
a special department of pedodontics with 
teachers devoting all or part of their time 
to instruction in children’s dentistry. In 
a few schools, the department of chil- 
dren's dentistry is combined with or in- 
corporated in the department of operative 
dentistry. Some other schools include the 
lectures on children’s dentistry with the 
course on orthodontia or autrition. The 
high percentage of schools with separate 
departments of pedodontics indicates an 
acceptance of the basic importance of a 
course in the care of children’s teeth in 
the dental curriculum of 1947-1948. 


Back in the fall of 1940, the American 
Society of Dentistry for Children sub- 
mitted to each dean and teacher of chil- 
dren's dentistry, a report of the Society's 
Committee on College Curriculum. This 
report dealt with four major fields: 


1) Certification of specialists in children’s 
dentistry. 

2) Educational requirements for Master of 
Science degree in children’s dentistry. 
3) The minimum requirements for an ade- 
quate undergraduate program in den- 

tistry for children. 


4) Suggestions for uniform nomenclature. 


We are concerned only with that part 
of the report that deals with undergrad- 
wate instruction in children’s dentistry. 
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This portion of the report reveals no uni- 
formity in the dental schools in their 
departments of pedodontics. This lack 
of uniformity prevails today which will 
be analyzed later in this discussion. The 
1940 report criticizes the action of the 
Curriculum Survey Committee of 1935 in 
submerging the work in pedodontics. in 
the course on “Application of Preventive 
Principles.” The report answers directly 
the question ““Why is there a need for a 
special course in children’s dentistry?’’, 
as follows: “Because in the practice of 
general dentistry for children, four spe- 
cial problems arise, the solution of which 
must constitute the objective of an ade- 
quate course in dentistry for children. 
These problems may be stated as (1) the 
management of the behavior of the child 
patient, (2) a modification of the opera- 
tive procedures for the child’s teeth, (3) 
the understanding of the problems and 
individual differences that are involved in 
child growth and development, and (4) a 
sound technic of dental health education 
for the child and the parent.” 


The report continues in its criticism 
of the Curriculum Survey Report; “The 
objectives and the methods used in the 
dental schools to attain them are chiefly 
concerned with remedial measures that 
are applicable after dental diseases have 
produced recognizable characteristic le- 
sions. Hence, we see the courses that 
are now offered in most schools empha- 
size, as Dr. O'Rourke stated, ‘modified 
adult methods.’ No other phase of den- 
tistry opens up as many new fields of in- 
quiry as does dentistry for children. The 
objective, therefore, should also embrace 
prevention of, or protection against den- 
tal disease. To do so effectively would 
imply the necessity to determine the na- 
ture and causes of what may be termed 
the pre-clinical symptoms of dental di- 
seases.”” 

The Committee Report then recom- 


mends the objectives of the undergraduate 
course be 





1) Management of the behavior of the child 
patient. 

2) Modification of operative procedures. 

3) Problems involved in child growth and 
development. 

4) Dental health education. 


We will not elaborate in the develop- 
ment of these objectives as it is so ably 
done in the Report. In actual hours, the 
1940 report suggested the following: 


Pre-clinical laboratory ... 48 hours 


Clinical practice 


This was submitted in 1940. A study 
of the schools today shows a continuing 
lack of uniformity in the courses on chil- 
dren's dentistry. From the descriptions 
of the courses appearing in the bulletins 
of the various schools, it is impossible to 
get material that is comparable. Some of 
the schools do not list the names of those 
teaching children’s dentistry, others are 
not clear as to the number of hours. In 
some cases, the clinical practice is in- 
cluded in the general operative course. 
One thing is certain—there is no uni- 
formity in the instruction in children’s 
dentistry. 


However, it is possible to compare what 
is being done in those schools whose bul- 
letins contain the hours and descriptions 


of the courses of instruction. If we con- 
sider the lecture hours, the 1940 report 
recommends 32. Of the schools in the 
United States and Canada, those report- 
ing a course in children’s dentistry, 10 
offer 32 lectures as suggested, 24 have 
less than 32 hours, and 5 have more. The 
report contains a recommendation of 48 
hours of pre-clinical laboratory. One 
school gives this 48 hour laboratory 
course, four other. schools report less than 
48 hours, and none have more than 48. 
Thus, only five schools describe pre- 
clinical laboratory work in pedodontics. 
In the field of clinical practice most of 
the schools do not report the number of 
hours devoted to children’s dentistry. In 
many cases, they are included in the hours 


of the general course on clinical operat 
dentistry. Of these reporting, one sch 
devotes 96 hours in the clinic as the #6 
port suggests, one school reports 124. 
hours, while 15 others report less thay 
the recommended 96 hours. 


A review of the staff allotted to chile 
dren’s dentistry in the schools shows @ 
wider variation. A few schools have » 
one listed as teaching children’s dent 
try. In the others the staff varies fre 
1 to 9, the average being about 3 men ig 
those schools reporting. lp 

While some of the schools offer 
graduate training in pedodontics, 
were purposely omitted from this rep 
because the training of specialists will 9 
solve the major problems of prevention 
and control. These graduate programy 
are as important as in other fields of dete 
tistry and medicine. However, the amoutt 
of service rendered by a small increase it 
the number of these limiting their pra} 
tice to pedodontics cannot meet the ove 
all need for more and better cildea 
dentistry. 


At the School of Dentistry of the Unk 
versity of Pittsburgh, we have reorgate 
ized our Department of Pedodontics i 
line with the recommendations of 
American Society of Dentistry for 
dren. A separate department had beet: 
in existence since 1924, but it had net 
developed as rapidly as would be 4 
pected over a quarter of a century. 
ever, this Fall the department was gi 
complete autonomy, with a staff of 
full time teachers and one half time t 
er, all of whom previously had limited 
their practice to children’s dentistry. 


A section of the general clinic with 
special equipment is used exclusively by 


the Department of Pedodontics. A sep 
arate room for the department would 


advisable but no’ such space is now avai 
able. 


The curriculum is composed of lee 
tures, laboratory work and clinical pr 
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tice. In the Junior year, 16 lectures are 
given, with 12 hours of laboratory in- 
struction in special cavity preparation in 
deciduous teeth. Morphology of the pri- 
maty teeth is included in the course in 
dental anatomy given in the Freshman 
The construction of space main- 
tainers is taught in the undergraduate 
orthodontia laboratory course. After the 
laboratory work in pedodontics has been 
d, the students are assigned pa- 
tients in the clinical department usually 
during the second semester of the Junior 
year. This is their first contact with clin- 
ical pedodontics. 

In the Senior year 16 more lectures are 
given in pedodontics. For clinical exper- 
ience, the Senior class is divided into 
small sections and each section is assigned 
to the clinic for a particular period in each 
week. This assignment continues through- 
out the Senior year. During this special 
period each week, no appointments are 
made in other clinical departments. These 
operating periods consist of two and a 
half hours, and each student sees two pa- 
tients during this time. Two periods 
each week are open in the department for 
cases that must be seen oftener than once 
a week. 


Each operation is graded A, B, C, etc. 
At the end of each semester these grades 
are used as a measure of the quality of 
the student’s work. In addition the stu- 
dent is graded as to neatness, co-opera- 
tion, interest, independence, and patient 
management. A theoretical examination 
is also given each semester. We are in- 
debted to Dr. Easlick and the University 
of Michigan School of Dentistry for many 
of the basic ideas in organizing this de- 
partment. 

The services of the Children’s clinic are 
available for the public. We have devel- 
oped, in co-operation with the Children’s 
Service Bureau, a program for the care 
of children in foster homes. These chil- 
dren will be brought to the school clinic 
by the foster parents or case workers for 


complete dental service. They will come 
as often as the department desires. Thirty 
of these children are now patients being 
seen each week and we expect about one 
hundred to receive dental care by the end 
of the year. 


In addition, arrangements have been 
made with two township school districts 
to give dental service to the pupils of their 
schools. About twenty patients are seen 
each week from these school districts. 

We believe that the developments in 
the pedondontic department are very 
promising, and the student is impressed 
with the importance of proper dental care 
for children. The expansion of service 
can be shown by a comparison with last 
year. In 1947-48, 407 individual chil- 
dren were seen in the clinic. At the pres- 
ent rate well over six hundred children 
will receive adequate dental care in 1948- 
49. The greatest service rendered in one 
month last year is indicated by 134 ap- 
pointments. Up to October 25, 1948, 
244 appointments had already been made 
for that month. This expansion is rela- 
tively insignificant when we think of the 
thousands of children in need of dental 
care. ; 

While our progress in teaching chil- 
dren’s dentistry is commendable, in the 
light of present trends in the field of 
health service, the time seems to have 
arrived when the dental schools should 
give serious thought to the expansion of 
the undergraduate courses. 

What are some of these evident trends 
in the general field of health service that 
demand our attention? 

A distinct emphasis on prevention 
rather than on the treatment of disease. 
If dentistry and dental education take 
seriously the implication of this empha- 
sis, it will mean a new point of view, a 
new attitude, a new philosophy of edu- 
cation. In the past we have emphasized 
the restorative features of dental practice 
in the curriculum. Dentistry and the 
dental schools can be proud of the accom-. 
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plishments in operative and prosthetic 
dentistry, but we are gradually being over- 
whelmed by the overall need for such 
service and the inability of the schools to 
carry the staggering educational load nec- 
essary to meet such needs. I am speak- 
ing, not of the demand for dental serv- 
ice by individuals who are able to pay for 
such service, but for the general un-met 
dental needs that any dentist sees who 
has had experience with public school 
dental examinations or hospital clinics. 
Training our undergraduates with greater 
emphasis on good children’s dentistry, 
health education, and in every technique 
for controlling and preventing dental 
caries in children, will begin to reduce the 
loss of teeth in the adolescent and adult 
and gradually decrease the need for 
restorative dentistry. This does not mean 
that the schools should de-emphasize good 
restorative dentistry, but it may require 
developing better educational methods 
and techniques in order to reduce the 
time now allotted to some of the technic 
courses, and still produce skillful gradu- 
ates. This development is particularly 
promising at this time when we are train- 
ing a highly selective group of students. 


A second trend is the new interest by 
the general public in public health prob- 
lems. Dentistry is already feeling the im- 
pact of this new interest. We dentists 
have the only licenses issued by the State 
to meet the dental needs of the people. 
If we are alert, qualified and interested 
in co-operating with others in the field of 
health service, we will move forward in 
the solution of dental public health prob- 
lems, within the framework of our pres- 
ent professional organizations. Lack of 
interest, lethargic self-satisfaction and 
confidence, pointing with pride to our 
past accomplishments combined with a 
fear of the future, may lead to disaster 
for both dentistry and dental education. 


One could add to these evident trends, 
a growing interest in the research pro- 
grams that are slowly but surely piecing 








together the bits of truth that may lead! | 
the discovery of the cause or ca 
dental caries. The great interest in 
rine, not only in its topical application 
but its effect on tooth structure during tel 
development of teeth, is indicative ofa 
new hope that finally we may have fous 
an open road to the solution of the catgg 
problem. mt 

When we study their bulletins, we 
that although the dental schools have b 
slow in adopting all the 1940 recommen 
dations of the American Society of Der 
tistry for Children, 90 per cent of th 
schools now have a separate department 
of pedodontics. Some few schools ¢ 
pre-clinical laboratory work as recom 
mended, and practically all have a period 
of clinical practice devoted to children's 
dentistry. 


However, both dental educators and 
the dental profession have their parti 
the development of a better program for DR. 
the care of the teeth of children. B oF tate 
groups should become a part of the f Ae 
vention program in the field of ‘ 
service. Both groups should co-opersieg!9 
in supporting any research that may leadgl! 
to control or prevention of this 
prevalent disease, dental caries. 
groups must also show an increasing it 
terest in the dental phases of p 
health. The schools must work outid 
new emphasis on dentistry for child 
without menacing the present excell < 
training in other important parts of ti 
curriculum. This is possible with tgp 
high quality of dental students now be 
selected for training. E 























































































































The professional groups of org ni 
dentistry must improve the quality of d 
tistry now available for children, be 
the effect of a new program, if adop 
by the schools, will not be felt for 
years. 





























If this forward progress is made . 
both the profession and the schools, ¢ 
future development of dentistry as 














portant part of health service will be 


Dr. Gerald D. Timmons, Dean of the 
chool of Dentistry, Temple University, 
extemporaneously on the subject 
presented by Drs.Appleton and Van 

rk in formal papers. Dr. Timmons 
interpreted his part in the Confer- 
ings as an invitation to tell 
his school was doing in the teach- 


i ‘7 SP an. 
m OC = 4 
aes eed = 

y = « 


or, 
a 


g26 #9 


ing of dentistry for children. He stated, 
“And certainly I need no manuscript to 
tell about that.” 

With the exception of several observa- 
tions on general trends in dental educa- 
tion, with particular reference to chil- 
dren’s dentistry, Dr. Timmons confined 
his brief remarks to an outline of the 
teaching—facilities and methods—of 
children’s dentistry at Temple. 


Present Status of Preventive Procedures 


L. M. Smitn, M.D., Director 
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DR. SMITH spoke extemporaneously. He 
Both stated that the medical profession has been 
> pre oting years to preventive medicine. 
cath JAS examples of what has been done since 
serie 1900 to increase the average length of 
lead life, he cited the progress made in reduc- 
Ming the incidence of enteritis, tubercu- 
Both mosis, typhoid fever, and diphtheria. This 
g im progress mainly, Dr. Smith declared, was 
puthe result of the great advancements in 
out aimedical science, the modern knowledge of 
dees, Sanitation, and school health service. 


Since 1908, Dr. Smith has been in 
f MP school health work, and he reviewed 
1 WBbriefly the progress in this field of health 
pempM service. He spoke particularly of . the 

 @program in Pittsburgh and the activities 

nd accomplishments of the dental pro- 
gram of which he is justly proud. 
However, Dr. Smith called attention 
mo the fact that the dental profession 
seemingly has been more interested in 
the corrective and scientific aspects of 
dentistry, and has been slow in develop- 


School Health Service, Pittsburgh Public Schools 


ing any preventive program. In fact, 
even in Pittsburgh it was only about 10- 
12 years ago that the profession began to 
take an interest in school health work; 
now however the dental program is one 
of the best in Dr. Smith's department. 

Dr. Smith explained the selection and 
appointment of school dentists in Pitts- 
burgh, as well as how assistants and hy- 
gienists were chosen. He particularly 
mentioned the importance of the hygien- 
ist in the school set-up. Also, he de- 
scribed in general just what the duties 
of these -workers are, and stressed how 
well they perform them. He read sev- 
eral sets of statistics and quoted figures 
on the incidence of -dental conditions in 
the school children of. Pittsburgh which 
indicated that the dental program in oper- 
ation has been, and is producing notice- 
ably good results. 

Finally, Dr. Smith made a plea for the 
dental profession to become even more 
interested in public health work, and in 
a broader program of preventive dentistry. 











IT IS, of course, impossible to’ answer 
the question of the ability of Pennsyl- 
vania's people to pay for their children’s 
dentistry with any finality at all. There 
are too many variables and unknowns. We 
would need to know among other things 
precisely the amount and kind of dental 
correction and prophylaxis needed; 
whether correction of congenital malfor- 
mations, malocclusions, and the like are 
to be included and what the extent of 
such need is; the amount of time and 
equipment required; how much the per- 
sonnel are to be paid; what the income 
of Pennsylvania people is; and finally, 
what other items of expense they face 
and what prior claim these other items 
have to children’s dentistry. We do not 
really know any of these things, and 
therefore can make only the most general 
statements. 

The Pennsylvania State College has 
just finished a study of the use of 
health service by the rural and borough 
inhabitants of four Pennsylvania commun- 
ities, each consisting of a central borough 
and its surrounding medical service area. 
None of the boroughs exceeded 5,000 
population. Unless otherwise indicated, 
the tables I shall refer to come from this 
study and represent data gathered from 
1946 to 1948. 

We found that relatively few persons 
receive dental treatment in general. For 
the year preceding the survey, 35 per 
cent of the borough inhabitants and 22 
per cent of the rural dwellers reported 
dental treatment “(Table 1). 

This infrequency of dental care, espe- 
cially among rural people, may be re- 
flected in the type of dental treatment 
reported. Extractions were 23 per cent 


Ability of Pennsylvania People to Pay for 
Children’s Dentistry 


WILLIAM G. MaTHER, PH.D., Professor 
Rural Sociology, The Pennsylvania State College 












of the borough treatments and 4m 

cent of the rural treatments. In ’ 
cleaning made up 11 per cent of th 
borough treatments and only 5 per cea 
of the rural treatments (Table 2). 

In two of the communities we ashe 
for special information about child 5 
school dental examinations and what: 
done about them. Twenty-one per 
of the borough school children examin 
were reported as needing treatment, 
54 per cent of the rural; for the 
farm, the per cent was still higher 
ble 3). The over-all average was 37 p 
cent needing correction. | 

Of those needing correction, 51 per 
cent had been treated by the time of , 
survey. The per cent treated ran f » 
56 for the borough children to 44 ee 
cent of the rural-farm children, with 
rural non-farm children in between at 
55 per cent. 

While our study covers only four ca 
munities, the general findings corresp 
in their trends to those being foun 
preliminary analyses of the school b 
and dental examination records for { 
state as a whole. Those indicate al 
slightly higher caries rate for rural ¢ 
dren over borough children, and a le 
rate of care. Figures on other defeat 
such as diseases of the gums, malocdit 
sions and congenital malformations 4 
not as yet ready. 

The reasons for the smaller amount ¢f 
dental treatments for both adults and chi 
dren in the rural area are not easy 
find. We have found in our State Cok 
lege study a clear association b 
family income and education of the fam 
ily head and the per cent of persons tt 
ceiving dental treatment. 
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For example, 17 per cent of the per- and dépends largely upon the extent of 


sons in the families receiving incomes of 
less than $1000 a year had received some 
dental treatment in the 12 months pre- 
ceding the survey, compared to 50 per 
cent in the income group of $4000 and 
over. The other income groups arranged 
themselves in ascending order in between. 
This was true for both borough and rural 
populations, with the rural always lag- 
ging behind the borough. It is obvious 


that income level is an important factor 
in the chances that a child will receive 


dental care (Table 4). 


Likewise there was an increase in the 
percent of persons receiving dental treat- 


ment with the increase in the education 
Only 20 per 
cent of the persons in families whose 
heads had stopped their schooling with 
the 4th grade or less had received treat- 
ment, compared to 47 per cent of those 
in families whose heads had attended col- 
\lege (Table 5), with the other education 
groups ranged neatly between. This was 
true for both borough and rural 
fms with the rural lagging behind 
borough. 

This rural lag within the same income 
and education groups may well indicate 
the presence of another factor more diffi- 
cult to isolate. It may well be a differ- 
ence in attitude toward the necessity of 
dental care. We are particularly suspi- 
cious that such an attitude exists when 
we note that our study shows medical 
treatment to be fairly evenly distributed 
over all income and educational levels. 
It would seem that an ill person is more 
apt to go to the physician than a person 
in need of dental care is to go to a den- 
tist. More public information about the 
importance of dental care would seem to 
be called for in both borough and rural 
areas and especially the latter. 


How much will an adequate dental 
care program for children in Pennsyl- 
vamia cost? 


The answer is almost anyone's guess, 


the adequacy. 

This much we do know: the people 
in our State College study paid an aver- 
age of $14 per person treated, and $26 
per family. This includes both adults 
and children, and is almost wholly for 
corrective rather than preventive treat- 
ments. The cost was about the same for 
borough and rural dwellers, but with con- 
siderable variation between localities (Ta- 
ble 6). It would not be much of a guide. 

One of the best estimates of the cost of 
children’s dentistry I have found has been 
prepared by the senior dental students at 
the University of Michigan. They fig- 
ured that a completely defined program 
of oral health care, beginning at age 3 
and continuing through the 17 year-olds, 
would cost the people of Michigan $21.60 
per child! There is no immediate basis 
for assuming a much different cost in 
Pennsylvania. 

The Council on Dental Health of the 
American Dental Association has reported 
that a dental program for children would 
initially take roughly two dentist hours 
per child.* At an average of $10 an hour 
(the Veterans Administration pays $6) 
that would be $20 per child, not far from 
the Michigan estimate of $21.60. 

Let us estimate, on the basis of both 
of these sources, $22 per child. There 
are around 1,820,000 children of school 
age in Pennsylvania; for them, the cost 
would be slightly over $40 million per 
year. 

Forty million dollars even in these days 
is not chicken feed and some of us may 
be alarmed at the cost and feel that it is 
more than Pennsylvania people are able 
to pay. We must remember that ability 
to pay is not an absolute thing but is 
partly a matter of choice. One may feel 
unable to pay for ¢bis, but still able to 
pay an even larger sum for that. To illus- 
trate: a parent may feel unable to buy a 
25-cent movie ticket for his child but 
may in the same hour buy his child a pair 





of $4 shoes. Likewise, we do well to 
note that last year Pennsylvania people 
were able to pay well over $400 million 
across the bars for beer—a sum ten times 
the amount we have estimated for chil- 
dren's dentistry. We would not have to 
go very thirsty to save enough money for 
the children’s teeth. 

When it comes to the matter of abso- 
lute ability to pay, we do have a few 
figures to guide us. 

According to the United States Depart- 
ment of Commerce, the income payments 
to Pennsylvania people totalled $14,426,- 
000,000 in 1947, with an average of 
$1,372 per capita. We have no hint, 
however, as to how evenly this was dis- 
tributed, and we must admit it was an 
unusual year. It would be hard to find 
a “usual” year, with the per capita in- 
come running from $414 in 1933 to 
$1,372 in 1947. We do know that in- 


come distribution is always uneven, and 
that it favors the city rather than the 


small town and farm. In our State Col- 
lege study referred to, we found that 
while 11 per cent of the borough families 
reported family total incomes of less than 
$1,000, 26 per cent of the rural families 
in the same communities were in that 
class; and while 38 per cent of the 
borough families had less than $2,000, 60 
per cent of the rural families were below 
that very moderate figure (Table 7). 
Farm income, even real farm income in- 
cluding the value of products consumed 
by the farm family, is generally lower 
than city income, but less than half of our 
rural families were farm. Rural families 
would honestly be harder put to pay for 
their children’s dentistry than would city 
families. 

This is particularly true of farm fami- 
lies. Some farmers are making very good 
money these years, without a doubt; but 
some are not. The 1945 U. S. Census 
of Agriculture reported that of the Penn- 
sylvania farms producing products pri- 
marily for sale—eliminating the part- 
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time and subsistence farms—22.4 pes 
produced less than $1,000 worth that 
and 51.3 per cent uced less 
$2,500 worth (Table 8). This does 4 
mean the farm family could spend # 
much to live on. Out of that $2,500 
to come the cash farm expenses, whi 
vary greatly from crop to crop and 

to farm, but are probably not less 
50 per cent. Some farm families 
cially would be hard put to pay for 
quate dentistry for their children. 


There are annually around 3 per cent 
of the Pennsylvania population recei 
public assistance from the State; 
ably as many are dependent upon orga 
ized private charity and the benevolene 
of relatives and friends; and as 
more are self-dependent but on the same 
poverty level. An equal number to al 
of these would be just ‘‘off the cushion,” 
barely getting by, but unable to pay for 
dental or medical care. 


The State Department of Public Assist 
ance spent $100,000 last year for dental 
care for 6,000 children from families on 
this level (from reports of that depart 
ment). The Veterans Administration 
spent over $5 million in the state iat 
year for dental care for 82,845 veterans. 


There are, that is to say, some individ 
ual families that are and will be unable 
to pay for adequate or even minimull 
dental care for their children. 
ing upon the state of employment and if» 
come payments, and upon the ~~ 
and the occupation, the state of health 
the wage-earner and whether or not it 
belongs to a group that is discriminated 
against in employment, we can say thi 
probably from one-tenth to one-fourth of 
Pennsylvania families will annually expe 
rience genuine inability to pay for theit 
children’s dental care. 


Surely, considering our over-all wealth 
and the great value to us of a healthy 
citizenry, some way can be found to shaft 
their burden. 
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TABLES 


The tables which follow represent data 
in the summers of 1946, 1947, 
and 1948 in a sampling of one-fifth to 
one-sixth of the households in the bor- 
oughs of Shippensburg, Gettysburg, To- 
wanda and Coudersport, together with 
rural farm and non-farm households in 
the area of medical service immediately 
around the boroughs. A total of 863 
borough families and 1184 rural families, 
or 2047 families in all, is included. 
Pennsylvania Agricultural Experiment 
Station Bulletin 504, “The Use of Health 
Services in Two Southern Pennsylvania 


Communities,” contains the results ob- 
tained for the communities of Gettysburg 
and Shippensburg. Data in these tables 
for Towanda and Coudersport have not 
been published previously and must be 
considered at this time as preliminary and 
subject to some change upon further 
analysis. 
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TABLE 1 


NUMBER AND PER CENT OF PERSONS REPORTING DENTAL TREATMENT, BY RESIDENCE 
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reporting 
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TABLE 2 


Type OF DENTAL TREATMENT REPORTED, BY RESIDENCE 
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Number Cleanings Extraction Denture 
treat- 
ments Num- Per Num- Per Num- 

Residence reported ber cent ber cent ber 








Borough 
Shippensburg 


Coudersport 
Total borough 


Rural 
Shippensburg 


Coudersport 
Total rural 
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TABLE 3 


NUMBER OF CHILDREN REPORTED AS EXAMINED BY SCHOOL DENTIST WITH NUMBER AND Pi 
CENT OF CHILDREN NEEDING CORRECTION OF DEFECTS AND THE NUMBER AND 
Per CENT OF CORRECTIONS CARRIED OuT, BY RESIDENCE % 
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Number of needing correction fects were corrected — 
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Residence examined Number Per cent Number Per cent 
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Coudersport 


Rural nonfarm 


Total rural 
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TABLE 4 


NuMBER AND PER CENT OF PERSONS RECEIVING DENTAL TREATMENT BY INCOME CLASS AND 
RESIDENCE. (UNKNOWNS OMITTED.) 
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TABLE 5 : 


NUMBER AND PER CENT OF PERSONS RECEIVING DENTAL TREATMENT BY LAsT Gu 
ATTENDED BY FAMILY HEAD AND RESIDENCE. (UNKNOWNS OMITTED.) 








Residence 0-4 5-8 





Borough 

Shippensburg 
Number persons 
Number treated 
Per cent treated 


Gettysburg 


298 RRR us: 


Per cent treated .. 
Towanda 

Number persons 

Number treated 

Per cent treated 
Coudersport 

Number persons 

Number treated 

Per cent treated 
Total borough 


Number persons 
Number treated 
Per cent treated 


Rural 

Shippensburg 
Number persons 
Number treated 
Per cent treated 

Gettysburg 
Number persons 
Number treated 
Per cent treated 


Towanda 


235. 
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Coudersport 
Number persons 
Number treated 
Per cent treated 

Total rural 
Number persons 
Number treated 
Per cent treated 


Grand total 


Number treated 
Per cent treated 
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TABLE 6 


Cost oF DENTAL SERVICES Pam BY PATIENT, BY PLACE OF RESIDENCE. 
(Costs ROUNDED TO NEAREST DOLLAR, AND UNKNOWNS OMITTED.) 








Number of Cost per Number of Cost per 


Coss families family patients patient 





$3,516 $14 
2,078 10 
5,406 17 
2,555 12 
13,555 14 


4,265 15 
2,409 14 
5,728 15 
2,966 19 
15,368 15 


28,923 14 





TABLE 7 


NuMBER AND Per CENT OF FAMILIES IN INDICATED INCOME CLASSES, BY RESIDENCE, 1946-48. 
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TABLE 8 


PERCENTAGE DISTRIBUTION OF PENNSYLVANIA FARMS PRODUCING PRODUCTS PRIMARILY J 
SALE, BY VALUE OF Propucr, U. S. CENsUS OF 1945. 








Value group 


Number of 
farms in group 


Perc ; 
farms in 





All farms 
$i— 
$250— 
$400— 
$600— 


$1,500— $2,499 
$2,500— $3,999 


$10,000 and over 
Under $1,000 


Under $2,500 


100.0 
29 = 
3.3 < 
55= 
10.9 — 
11S | 
174 
18.0 
13.8 

10.7 | 

6.2. 


22.4 
28.9 
51.3 


111,403 
3,281 
3,687 
5,945 

12,130 
12,766 
19,340 
20,081 





Consideration of Some Proposals for Improve 
ment of Children’s Dentistry 


ALLEN O. GRuUEBBEL, D.DS., Executive Secretary 
Council on Dental Health, American Dental Association 


THE health professions and an ever in- 
creasing segment of the public know that 
physical, mental and emotional health 
play an important role in living a happy 
and successful life. 

In spite of this growing appreciation 
of health, too many people still lose their 
health during the first half of their life 
and spend the second half trying to re- 
cover it. This truism is especially appli- 
cable to oral health. It is becoming more 
and more evident that the preservation of 
mouth health in adult life is dependent in 
a large measure on the availability and 


quality of dental care for children. 
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Dentistry can justify its existence 
two very important reasons: first, 
it provides a health service which no 
profession is trained or qualified to 
der, and second, because it provi 
livelihood for a large segment of the 


ulation made up of dentists, teachers @ 


dental schools, dental research 
hygienists and technicians. Obvi 
then, the entire population—the lay 
lic as well as those persons working 


the dental field—have much to gain 


the advancement of dentistry. : 
We might well ask a very perting 


question at this point. What do the ' 
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ic and the dental profession want the 

to hold for dentistry ? 
The answer, it seems to me, is quite 
The public expects dentistry to 
improve constantly its methods of prac- 
tice so that the public may receive the 
standard of service obtainable; 
the public expects dentistry to provide 
information, through health education, on 
methods for healthful living to aid in 
maintaining dental health; and the pub- 
lic expects dentistry to assume leadership 
in the adoption of measures to make den- 
tal care available to persons who want it. 
The dental profession has similar aspir- 
ations—but also has a few hopes for the 
future of its own. The members of the 
dental profession hope that they may con- 
tinue to serve the public and also earn a 
livelihood for themselves without unnec- 
essary governmental interferences. The 
dental profession hopes that the public 
will support its efforts to expand facilities 
for research in order that the dental pro- 
fession may continue tc gain new knowl- 


edge and to develop new methods of pre- 


vention and treatment. And finally, the 
dental profession hopes that young men 
and women of high intellect, ambition, 
and ability will be encouraged to select 
dentistry as a career so that dentistry’s 
progress may be continued and extended. 


A review of dental literature, espe- 
cially the transactions of the American 
Dental Association, clearly reveal that 
prior to 1935 the dental profession was so 
preoccupied .with the task of improving 
its professional status that it did not de- 
Vote much time or attention to the rela- 
tion of mouth ill health to community 
health. In recent years, however, both 
the public and the profession have be- 
come conscious of this problem. It is 
fairly well established that nearly all peo- 
ple need periodic dental care and that only 


30 per cent receive reasonably adequate 
care. 


The public and the profession have an 
equal stake in finding a solution of this 


problem. However, in seeking a solu- 
tion, the public and the profession stand 
to gain or lose alike depending on the 
effectiveness of the methods selected. It 
is nonsense to assume that the problem 
can be solved by punitive measures. His- 
tory provides ample proof that such dic- 
tatorial methods always stifle human en- 
deavor and thereby retard progress. 

The public has far too much to lose, 
in terms of its own welfare, to permit the 
adoption of measures which would bene- 
fit a few individuals temporarily at the 
expense of the majority in the years to 
come. On the other hand, the public 
has a right to expect sound and realistic 
planning to aid in solving the dental 
health problem. 

In examining the total dental health 
problem, consideration must be given to 
all of the diseases and anomalies that 
affect health. Oral ill health may be 
caused by diseases of the teeth, perio- 
dontal diseases, malocclusion, cleft lip 
or palate, precancerous or malignant le- 
sions, or traumatic injuries. 

We have considerable more informa- 
tion about the cause, prevalence and pre- 
vention of caries than we have of the 
other dental diseases and defects. 


DENTAL CARIES 


Dental caries is the greatest cause of 
loss of teeth during the early part of life, 
and carious lesions accumulate many times 
faster than they are corrected. As high 
as 50 per cent of 2 year old children have 
1 or more carious teeth. By the time 
children reach school age, they usually 
have 3 or more primary teeth which have 
been attacked by dental caries. When the 
average person is 16, he has 7 decayed, 
missing or filled teeth, involving 14 
tooth surfaces. The percentage of chil- 
dren with decayed, missing and filled 
teeth increases up to 15 years of age. Be- 
cause of the high incidence of dental di- 
seases, particularly dental caries, it is 
highly probable that unless adequate pre- 





ventive or control measures are provided, 
today’s children will lose half of their 
natural dentition before they reach the 
age of 40, and about 40 to 50 per cent 
of them will have no natural means of 
mastication by the time they are 60. A 
child of today, with average life expec- 
tancy, will need his dentition forty-two 
years longer than the average child of the 
Sixteenth Century. 

Facial deformities resulting from ab- 
normal arrangement of the teeth, acci- 
dents to teeth and anomalies, such as 
cleft lip and palate and impacted teeth, 
also are evident in a large number of 
children and adults. 

It has been estimated that of 119,000 
students between the ages of 5 and 29 
years, 52 per cent were recorded as hav- 
ing some type of dental anomaly. Seven- 


teen per cent of children 5 to 6 years of 
age had teeth which showed some devia- 
tion from normal, whereas 71 per cent of 
those in the twelfth grade (17 to 18 


years) had malocclusions. 

The most reasonable data indicate that 
a cleft (or clefts) appear in 1 of every 
800 births and that the condition is more 
common in males than in females. 

Diseases of the gums and supporting 
structures of the teeth are mainly respon- 
sible for the loss of teeth in later years. 

Vincent's infection has been found to 
occur in approximately 31 per cent of per- 
sons up to the age of 70 years. Tuber- 
culous oral lesions are observed infre- 
quently and occur, as a rule, in far ad- 
vanced pulmonary tuberculosis. In a study 
of ten areas in the United States, the inci- 
dence of buccal cancer (primary site) was 
22 per 100,000 in white males and 5 per- 
100,000 in white females. The deaths 
per 100,000 white population from can- 
cer of the buccal cavity were 9.0 in males 
and 1.5 in females. 

Eventually, research will provide 
means for preventing or controlling these 
diseases and deformities. Thus far the 
greatest progress in that direction has 
been made in caries control. 


There was a time, not so many 
ago, when the dental profession r 
little support in its efforts to arouse 
lic interest in the control of dental 
and thereby to raise the level of 
health in this country. A continuing pe 
gram of dental health education over 
years and increased emphasis on r 
are beginning to pay dividends. - 


During the past year at least ten 3 


tionally prominent lay magazines, i 

ing “Saturday Evening Post,” “Collier's” 
“Reader's Digest,” “Woman's 
Companion” and “Better Homes and Gap 
dens,” have published feature articles on 
the dental caries problem and on 
findings resulting from caries r 
studies. It is unfortunate that some of 
the information in these articles is inae 
curate and misleading. Nevertheless, the 
publication of these articles represents aa 
important sign of our times because if 
reveals a growing consciousness on the 
part of the public of the importance of 
oral health. 

We are living in an interesting moment 
in dentistry’s history. The development 
of new methods to prevent dental carits 
is as dramatic as developments in many 
other fields of scientific endeavor. 

New knowledge is being gained 9 
rapidly that it is difficult to keep abreast 
of the findings in current scientific liter 
ture. It was only about ten years ago 
that the book Dental Caries, published by 
the American Dental Association, sumr 
marized the then known facts about this 
disease. When the various interpret 
tions of the scientific findings reported if 
this publication and the reluctance on the 
part of research workers to make positive 
statements about the cause of dental 
caries are compared with our present 
knowledge, the advancements that havé 
been made in recent years are evident. To 
day there is almost common agreement 
among dental research authorities in this 
country that the mechanism of the caries 
process is fairly well understood and that 
practical methods that partially will pre 
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yent the occurrence of caries are avail- 
able. 
During a conference at the University 
of Michigan held in September 1947 and 
lasting a full week, 114 persons inter- 
ested particularly in the dental caries 
agreed that “dental caries is a 
disease of the calcified tissues of the 
teeth. It is caused by acids resulting 
from the action of micro-organisms on 
catbohydrates, is characterized by a decal- 
cification of the inorganic portion and is 
accompanied or followed by a disintegra- 
tion of the organic substance of the tooth. 
.. . The acids involved in the caries 
are derived from carbohydrate 
substances after they have been acted on 
by microbial enzymes. . . . Any micro- 
organism or combination of micro-organ- 
isms which is capable of maintaining an 
acid potential sufficient to decalcify 
enamel is capable of initiating dental de- 
cay. . . . The following micro-organisms 
have been found capable of producing 
this acid potential in vitro: lactobacilli, 
aciduric streptococci, diphtheroids, yeasts, 
staphylococci and certain strains of sar- 
DENTAL CARIES PREVENTION 
The knowledge inherent in the forego- 
ing generally accepted concept of the 
caries mechanism has suggested a num- 
ber of possibilities for preventing dental 
caries: 

I. The reduction of the carbohydrate con- 
tent of the diet. 

2. The removal of carbohydrate material 
from the tooth surfaces before it is con- 
verted into acid, that is, within a few 
minutes after it is taken into the mouth. 

. The use of enzyme inhibitors. These 
inhibitors might be substances introduced 
into the oral environment that would in- 
activate the enzyme systems responsible 
for the fermentation of carbohydrates. 

4. The production of a tooth that is less 
soluble in acid. 

5. The neutralization of acids as they are 
formed before they have an opportunity 
to attack the enamel. 

6. The use of antibacterial agents which 

would eliminate from the oral flora bac- 
teria that are capable of producing acids. 


Dietary Reduction of Carbohydrates. — 
Reports in the dental literature provide 
considerable evidence that the incidence 
of dental caries can be reduced in co- 
operative patients by restricting the intake 
of sugar. Unfortunately most people do 
not care to reduce their sugar intake sufhi- 
ciently to permit this procedure to be 
effective. It is my observation that even 
dentists will not submit to the self disci- 
pline of a sugar-free diet for periods of 
several weeks in order to obtain a reduc- 
tion in the number of acidogenic bac- 
teria. According to the reports of the 
U. S. Department of Agriculture, the 
public will probably consume about 
8,500,000 tons of sugar this year (an 
average of 140 pounds of sugar per per- 
son). Sugar consumption in this country 
has increased steadily, and there is every 
reason to believe that the public will con- 
tinue to consume the same or even greater 
amounts of sugar in the future. However, 
many dentists have found that if the 
co-operation of caries-susceptible patients 
can be obtained, a reduction in carbohy- 
drate intake with resulting decrease in 
lactobacillus counts will aid materially in 
controlling dental caries. 

Removal of Carbohydrate Material — 
Theoretically, the removal of carbohy- 
drate material from the teeth by oral 
hygiene practices should aid materially 
in preventing caries. However, this pro- 
cedure has some drawbacks. Stephan has 
shown that within a few minutes after 
the consumption of carbohydrate material 
there is a drop in hydrogen ion concen- 
tration. This reduction in hydrogen ion 
concentration means an increased acidity 
on the tooth surface to a point at which 
enamel will be dissolved. In Stephan’s 
studies the maximum production of acid 
occurred from within twenty minutes to 
a half hour. He also demonstrated that 
within an hour and a half conditions re- 
turned to their original state and that the 
attack of caries was over for the moment. 

On the basis of this information on 
increased acidity following the ingestion 





of carbohydrates, the dental profession 
has had to revise its instructions on tooth- 
brushing. Instead of advising patients 
to brush their teeth before retiring at 
night and before breakfast in the morn- 
ing, it now is suggested that teeth be 
brushed as soon after eating as possible. 
Unfortunately our daily routine and so- 
cial customs do not make it easy for peo- 
ple to follow such a practice. 


Incidentally, one of the oddities in den- 
tistry is that during all these years when 
dentists so diligently have urged the use 
of the toothbrush, no one undertook a 
controlled study to determine to what ex- 
tent caries can be prevented by tooth- 
brushing. At any rate, dental literature 
does not reveal acceptable scientific evi- 
dence on this score. Two such studies 
now are being made by competent dental 
investigators, and perhaps we will know 
the answer soon. 


Use of Enzyme Inbibitors—The pur- 
pose of using enzyme inhibitors or enzyme 
poisons would be to prevent the enzymes 
from acting on carbohydrates and thus to 
inhibit the production of acids. It was 
this mechanism which Fosdick and others 
employed when they conducted studies 
with synthetic vitamin K in the form of 
menadione. Dental students at North- 
western University chewed gum contain- 
ing this substance immediately after eat- 
ing, and another group of students were 
used as controls. Although Fosdick ob- 
tained a reduction in the incidence of 
caries in the students using the vitamin 
K gum, the results were not conclusive 
owing to the small number of subjects 
and the fact that during the studies the 
composition of the chewing gum was 
changed. 

Another possibility exists in adding 
glyceric aldehyde to sugar before it is sold 
to the public. From a theoretical stand- 
point, glyceric aldehyde, which is a form 
of sugar, will prevent the fermentation of 
carbohydrates. For the moment it is a 
very rare substance, chiefly because there 
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has been no commercial use for it. 
were possible to produce a nonferr 
able sugar, a large portion of dental 


The process would be similar to 


iodine to salt. Preliminary studies 


laboratory animals have not been succesp 


ful. However, work in this field has 
progressed sufficiently to evaluate its pap 
sibilities. 4 

Production of Less Soluble Tooth— 
The agent that currently is receiving 
greatest amount of attention in 
a tooth that is less soluble to acid 
sodium fluoride. Although the 
ism of its action is not entirely c 
appears that when fluorides come in 
tact with tooth tissue the hydroxya 
is converted into fluorapatite, and the 
calcified tissue becomes less soluble. Tes 
have shown that teeth with a fluora 
dissolve at about half the rate as 
composed of hydroxyapatite. i 

The studies by Phillips and Swarta at 
the Indiana University School of 9] 
revealed that fluoride increases the 
ness of enamel and protects it from tht 
action of acids, that the film formed @ 
the tooth surface by fluoride apparently 
not part of the protective mechanism, thi 
it is more effective to apply the 
solution to a dry tooth surface and thi 
the protective fluorapatite layer is 
sufficient thickness to withstand a 
with coarse pumice. 

The addition of fluorides to public a 
ter supplies may prove to be anothet 
method for preventing dental caries. Com 
trolled studies now under way in 
than a dozen cities in this country 
provide us with the answer in a few 
years. It is important to remember, how 
ever, that only about half of the people iff 
the United States use a public water sup 
ply. It is for this reason that the applice 
tion of fluoride solutions directly to # 
teeth currently is receiving the att 
of the dental profession. 


Sufficient scientific evidence is 


ies now occurring could be prevented, 
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available to justify the topical application 
of a 2 per cent solution of sodium fluoride 
tothe teeth of children less than 15 years 
of age. Investigators consistently reported 
a teduction in caries incidence of about 
40 per cent. At present we need more 

i to demonstrate the effectiveness 
of the treatment for persons older than 
15 years, although theoretically some ben- 
efit also should result. 

Gottlieb’s method of using a 40 per 
cent solution of zinc chloride, which is 
precipitated with a 20 per cent solution 
of potassium ferrocyanide, is still in the 
process of investigation. His claims are 
not substantiated by satisfactory scientific 
evidence because the results were based 
on a smaller number of cases treated by 
Younger and by Lazansky. At any rate, 
judgment of the Gottlieb treatment 
should be withheld until more scientific 
evidence is presented. 

Neutralization of Acids—In Stephan's 
study of the neutralization of acids before 
they attack the enamel, he showed that a 

alkaline reaction can be ob- 
tained when the mouth is rinsed with a 
urea solution. The use of urea will be 
discussed under the next heading. 


Use of Antibacterial Agents.—The next 
possibility is the use of antibacterial 
agents in order to reduce the number of 
Organisms associated with dental caries. 
It is a well known fact that caries-free 
individuals either have a low lactobacillus 
count or have no lactobacillus present at 
all. Kesel, of the University of Illinois 
School of Dentistry, devoted considerable 
study to this phenomenon. His experi- 
ments revealed that the saliva from caries- 
immune persons would produce ammonia 
at a faster rate than would the saliva from 
caties-susceptible persons. 

Kesel experimented with various am- 
monium salts and decided, after making a 
number of in vitro studies, that a prepara- 
tiom containing 5 per cent dibasic am- 
monium phosphate and 3 per cent urea 
produced the best results. By using this 
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preparation in a dentifrice and mouth- 
wash, Kesel secured an inhibition or re- 
duction in the number of lactobacilli in 
saliva and of dental caries. Kesel’s ob- 
ject was to use a material that would dis- 
courage the growth of acid-producing or- 
ganisms and thus permit proteolytic types 
of bacteria to be dominant in the oral 
flora so that ammonia production would 
result. A large scale study involving hun- 
dreds of school children in Ilinois is now 
under way to test the practicability and 
effectiveness of this procedure. CKesel’s 
work is sound and may provide another 
method—or one to supplement existing 
methods—to prevent caries. 

Penicillin is also being considered as a 
caries-preventive agent because of some 
favorable results with laboratory animals. 
At this time conclusions cannot be drawn 
as to the value of penicillin to control car- 
ies in human beings. 

There is no comparable scientific infor- 
mation available for the prevention of the 
other dental diseases and defects. Their 
control can best be achieved through early 
and frequent dental treatment. 

The keystone in the provision of den- 
tal services in our American society rests 
in the private dental. office. I am con- 
vinced that it will remain there so long 
as our American democracy survives, But 
im preserving private dental practice, we 
must never forget that it is also a part of 
our American democracy to maintain, and 
to strive to improve, certain community 
services. There is no longer any question 
about the need for improving community 
health services in many areas. Instead, 
it is largely a matter of selecting the most 
desirable methods for improving these 
services. 

The plans that have been proposed for 
improving dental health can be divided 
into two main catagories: (1) the exten- 
sion of health education, preventive and 
treatment services for children; and (2) 
the adoption of plans to aid individyals 
and families to pay for dental care, 











The community dental health programs 
now in existence consist mainly of dental 
services for children. These services may 
be limited to health education activities 
only, or they may include preventive serv- 
ices such as the topical application of 
sodium fluoride as well as dental treat- 
ment for under privileged children. Many 
proposals have been made to broaden the 
base upon which these dental services for 
children have been built. For example, 
some individuals and groups have urged 
that provisions be made to provide den- 
tal treatment for all children without re- 
gard to a means test. Pilot studies are 
now underway in Woonsocket, Rhode 
Island, Richmond, Indiana, and Sturgis, 
Michigan to determine the cost and effec- 
tiveness of such a plan. For the present 
such a proposal is one of many controver- 
sial issues. However, the results of these 
study projects unquestionably will provide 
the dental profession with valuable data 
for determining the justification for or- 
ganizing such programs in all areas. On 
the other hand, there is little or no con- 
troversy about the need for organizing 
some type of dental health programs for 
children in all communities because it has 
been shown that many existing programs 
reduced effectively: the prevalence of un- 
treated dental defects among children. 


The second category of proposals, deal- 
ing with methods of paying for dental 
services, can be sub-divided into three 
types of plans: compulsory health insur- 
ance, voluntary pre-payment, and post 
payment plans. 


Compuslory health insurance is the 
main feature of the Wagner-Murtay- 
Dingell bills that have been before Con- 
gress during recent years. So much has 
been written about compulsory health in- 
surance as a method of paying for health 
services that a detailed description of the 
plan is unnecessary here. It is sufficient 
for the purpose of this discussion to state 
that compulsory health insurance is not 
acceptable to the dental profession and 








that in all probability it is not accep 
to the public. The American Den 
sociation has based its objection to com 
pulsory health insurance on the cc 
tions that (1) the public will be fe 
to pay for dental services it cannot i 
ceive, (2) it will create another huge W. 
ernmental agency with costly and ¢ 
plex administration, (3) it will i 
the dentists in filing detailed reports wil 
governmental agencies and thus wills 
duce his time for health service to . 
public and (4) it will abrogate the § 
ditional rights of states and communiti 
to select health programs best suited 
meet their individual needs. 


Voluntary pre-payment plans “ 
other hand, are acceptable to the : 
profession as a general principle. Thi 
method for financing dental care was ap 
proved by the House of Delegates of 
American Dental ' Association several 
years ago. Voluntary..pre-payment plans 
are an important phase :of: the American 
Medical Association's. health program 
The growth of the pre-payment plans : 
hospitalization has been phen 
More than twenty million persons 
enrolled in Blue Cross hospital plans 
about two million persons are covered ia 
pre-payment medical care plans ie 
by medical associations. 

The dental profession has not had x 
perience with the pre-payment system it 
volving: large groups of people. Ds 
Charles Sweet of Oakland, California, 
and Dr. Walter McBride of Detroit 
Michigan, carried children on a pre-paj 
ment basis for a number of years with 
varying success. Dr. Sweet found the 
plan successful while Dr. McBride did 
not. 

In all probability pre-payment medical 
or hospital care plans may not be easily 
adapted to the division of dental sett 
ices because nearly every person needs 
periodic dental care while, on the other 
hand, the majority of people do not need 
hospital care or surgery annually. After 
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ing this problem for more than two 
years, the Council on Dental Health of 
the American Dental Association con- 
duded that there is not sufficient factual 
or statistical information available to de- 
termine the feasability of applying the 
pre-payment plan to the provision of den- 
tal services. 


Post-payment plans consist of am ar- 
rangement whereby the local dental so- 
ciety makes an agreement with a bank to 
purchase notes signed by patients and to 
collect monthly payments at a stipulated 
rate of interest. The plan includes pro- 
vision for a contingent fund which is 
used to remunerate the bank in case of a 
loss. The patient's credit rating is in- 
vestigated by a credit bureau. The fee 
to be charged is privately arranged be- 
tween the dentist and the patient. 

Within the past six months a number 
of commercial insurance companies have 

an interest in including limited 
types of dental benefits in their health in- 
surance policies now being sold to the 
public. If such dental provisions are in- 
cluded, which seems inevitable, the bene- 
ficiary will receive cash indemnity which 
can be applied to the dentist's fee. Ob- 
viously a considerable amount of actu- 
arial data must be compiled before com- 
mercial insurance companies can include 
dental benefits in health insurance poli- 
cies. 


The program of the American Dental 
Association for promoting dental health 
in this country is based on principles and 
policies adopted by the House of Dele- 
gates. While the basic pattern of the 


ADA program has not been altered ma- 
terially since the National Health Pro- 
gram Committee of the ADA submitted 
its findings in 1938, the scope of the 
program has been altered in recent years 
to meet new concepts and to take advan- 
tage of the increased interest of the gen- 
eral public as well as governmental agen- 
cies in the promotion of dental health. 


The American Dental Association's 
four principles for improving dental 
health are: (1) research, (2) dental 
health education, (3) dental care espe- 
cially for children and, (4) participation 
of officers of dental societies in program 
planning. 

The program of the American Dental 
Association can be put into effect by help- 
ing every American appreciate the im- 
portance of a healthy mouth and the re- 
lationship of dental health to general 
health and appearance; by encouraging 
the observation of dental health practices 
including personal care, professional care, 
proper diet and oral habits; by enlisting 
all aid of all groups and agencies inter- 
ested in the promotion of dental health, 
by correlating dental health activities with 
all general health programs; by stimulat- 
ing the development of resources for 
making dental care available to all chil- 
dren and youth; and by stimulating den- 
tists to perform adequate dental services 
for children. 


To secure these actions will require the 
cooperation of all groups interested in the 
promotion of health. It is our profes- 
sional responsibility to provide leadership 
if these goals are to be attained. 





The Public’s and the Profession’s Stake in: 
Future of Dentistry 


By KENNETH A. Easuick, A.M., D.D.S., Professor 
Public Health Dentistry; Children’s Dentistry, University of Michigan 
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FOR some years the curriculum of the 
School of Dentistry of the University of 
Michigan, like other dental school cur- , 
ricula, has included a course throughout of the laws of supply and deman 
the senior year which is listed in the an- tension of dental care, Blue Cross b 
nual announcement as a course in public fits, compulsory health insurance, 
health dentistry. During the spring se- grants-in-aid, means tests, state den 
mester two years ago, the seniors and I socialized medicine, industrial health 
worked hard in this course to expose all grams and systems of government,— 
the facts of the job that would be in- problems had not troubled us. We, ali 
volved if Michigan dentists were asked with the majority of other hard- 
suddenly to provide complete and ade- people, went about our activities 
quate oral health care for all of the chil- content to live under a democratic ga 
dren in the State. The pattern which we ernment (our definition of demoer 
developed to study the job in Michigan, which permitted us the individual i 
it would seem, should be equally pertinent tive to work out our own goals of 
for the present task in the State of numer- cess. In spite of the readily recog 
ous fine old traditions, the State of Wil- faults of our government, it still 
liam Penn. As a broad, somewhat histor- us. We enjoyed our freedom and¥ 
ical background for the activity of this liked our opportunities, even if we 
Conference, the seniors will, 1 feel quite not appreciate them thoroughly until’y 
sure, be happy to present our pattern of began to read about “communist d 
“crystal gazing’ to you today, just as long ination of our way of life.” Comm : 
as I am the one that presents it. is no new “ism’’ to this country; e 
This senior assignment was not devel- Captain John Smith initiated it im 4 
oped as a mere professorial notion to young colony of Virginia, in the yea 
keep senior dental students busy. Behind immediately following 1607. He fou 
it was a series of Federal activities un- it a miserable failure.** None of usj 
folding chronologically, one after another, am sure, with pioneer blood in our heat 
like a scrap book full of milestones— age want to experiment further with tis 
milestones, mind you, which point out system. When we compare our lot’ 
stern social implications for the profes- that of the rest of the world, we are aft 
sion of dentistry. These milestones de- to react violently to more and more @ 
serve a thorough summary because con- phasis on collective stability and ect 
ferences have been held, health legisla- and less and less emphasis on indi 
tion has been introduced in the Congress _ imitiative and opportunity. The p 
of the United States, resolutions have balance of collective security and inde 
been passed, the American Dental Asso- vidual initiative should leave all of w 
ciation has reacted and strenuous efforts with a difficult decision. : 


have been made to sway public opinion. Probably most of us need to do ¢ “ 
Less than ten years back, certainly not things: We should (1) study # 
much before the year 1939, few of us milestones of the immediate past 
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point out trends in the future, we should 
(2)) accumulate accurate information 
about the size and the complexity of the 
that we shall encounter in any 
extension of the supply of dental 

care for children, and then we should 


(3) weigh carefully and unemotionally 


the path that we should pursue. Such, 
at any rate, is the purpose of this paper. 

Most of us would be willing to admit 
the possibility that the farther back we 

to read the sign posts of coming 
events, the farther we might be able to 
look forward and anticipate coming 
events, but one always must limit the ex- 
tent'of a single paper. These milestones, 
then, will start about the same time that 
ayoung man, named Henry Ford, organ- 
ized a motor company in the Detroit area 
of Michigan. During 1903, some may 
recall; exactly 1,708 two-cylinder, eight 
horse-power cars with chain drive rolled 
off the assembly lines of the Ford Motor 
Company, just organized June 16th of 
that year In passing, it should be 
noted today that organized Ford workers 
are bargaining for a comprehensive pro- 
gram, 45 years later. 

In his message to Congress the very 
next year, December 6, 1904, President 
Theodore Roosevelt provided the first 
milestone, which I wish to cite for you, 
when he voiced the opinion that “no 
Ghtistian and civilized community can 
afford to show a happy-go-lucky lack of 
concern for the youth of today; for, if so, 
the:community will have to pay a terrible 
penalty of financial burden and social 
degradation in the tomorrow.” Colonel 
Melvin Purvis, because of the social up- 
heaval by World War II, has been echo- 
ing the same warning on the lecture plat- 
form the past few. years: 

At any rate, the Honorable Theodore 
Roosevelt on Christmas Day, 1908, in 
response to a letter received three days 
earlier—a letter signed by eight persons 
nationally known for their interest in 
child welfare, issued invitations to slight- 
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ly over 200 people to attend the first 
White House Conference on child care.** 
This Conference on the care of dependent 
children met in Washington, C., and 
discussed issues for two enti Janu- 
ary 25, 26, 1909. No dentists are listed 
in the roster of participants which indi- 
cates, presumably, that dentistry had not 
yet attained the status to warrant partici- 
pation in national health planing. 

Immediate steps were taken te imple- 
ment one of the 14 resolutions that were 
approved by this Conference. Senate 
bill, 8323 (H. R. 24148), was. intro- 
duced in Congress the same year to estab- 
lish a Federal children’s bureau in the 
Department of the Interior.** Thus, one 
may detect in this early period a growing 
Federal interest in the health of children 
and witness its development from a 
broad, original interest in child welfare. 
Furthermore, this event marks. the con- 
clusion of the first milestone of a series 
that has led to the adoption by the Amer- 
ican Dental Association of its present 
third. principle of national dental pro- 
gram planning. 

The second milestone that should be 
pointed out is the establishment in 1912 
of the Federal Children’s Bureau in the 
Department of Labor (not the Depart- 
ment of Interior), a development obvi- 
ously growing out of the stimulus which 
the first White House Conference en- 
gendered. As ome considers the second 
milestone it should be noted that this 
Bureau has maintained its entity continu- 
ously for 36 years, although transferred 
July 16, 19462", to the administration of 
the Federal Security Agency. This es- 
tablishment of a special bureau to 
mote the optimal health of children ap- 
pears of world-wide significance since 
many other countries later copied it and 
developed a similar agency.** 


May 5, 1919, ten years after the first 
White House Conference, President Wil- 
son called another White House Confer- 
ence under the auspices of the Children’s 





Bureau to set up standards of child wel- 
fare. Eight large regional conferences 
followed, and their recommendations still 
are affecting legislation.** 

Perhaps the next milestone to report is 
the Sheppard-Towner Act of 1921. Un- 
der its provisions an annual appropriation 
of $1,240,000 was made available to pro- 
mote the development of bureaus of ma- 
ternal and child hygiene in the various 
state departments of health. The same 
annual appropriation was continued for 
two years in 1927.°* One should note 
today that all state health departments 
have bureaus of maternal and child health 
and that their staffs are working steadily 
to secure more and better health care for 
mothers and their children. 


By 1927, enough interest had devel- 
oped in the practice of dentistry for child 
patients that the then American Society 
for the Promotion of Dentistry for Chil- 
dren was organized at the Detroit Meet- 
ing of the American Dental Asociation.™ 


Dr.- Walter C. McBride of that city be- 


came its first president. The activities of 
this Society, later the American Society of 
Dentistry for Children, almost alone, have 
served to stimulate most of the deans to 
develop departments of dentistry for chil- 
dren in the undergraduate curricula of the 
forty-five dental schools of the United 
States and Canada. Many schools, in 
spite of the repeated criticisms that are 
heard, now teach quite thoroughly the 
procedures to be employed for young chil- 
dren. Seven, at least, now are develop- 
ing graduate courses leading to an ad- 
vanced degree which will prepare candi- 
dates for qualification by the new Amer- 
ican Board of Pedodontics. In 1927, too, 
the first refresher course in dentistry for 
children was sponsored by the Georgia 
Dental Society. Dr. F. Blaine Rhobo- 
tham of Chicago served as the lecturer. 
In June 1930, Mr. W. K. Kellogg of 
Battle Creek, a man who took the first 
step toward the accumulation of a fortune 
at the mature age of 46 years when, on 


a “shoe-string,” he organized a sm 


company to make breakfast foods, ¢& 
lished the W. K. Kellogg Founda 
with a trust.fund amounting to 
per cent of the common stock of theg 
impressive Kellogg Company.** 
Foundation, because of its early 
cere interest in better dentistry for: 
dren in Southwestern Michigan, } 
voted considerable funds to prom 
cilities for postgraduate education j 
phases of dentistry at a number of 
ters of dental education. The dentist 
most states have participated defini 
the benefits derived from these fur 


Another great stimulus of intere t 
the improvement of the health of: chil 


dren resulted from the next White E 
Conference on Child Health and P 
tion called by President Hoover fo 
vember 19-22, 1930.°* 
extensive survey to find out what pe 
of young children were getting 2 
health examinations, dental examin: 
and immunizations against disease. 
tists participated actively in this 
ence. 


In 1933, without any particular prt 


Michigan assumed the doubtful credi 


starting the national bank holiday; i 


banks at any rate, were the first to ¢ 
Occasionally an American dentist 
same year hegan to oppose what the 
called the initial step toward panel 
tistry. It was in this year that the 


eral Emergency Relief Administratid 
made relief funds available for emerg mK 


dental care. 


August 14, 1935, President Roos vel 
signed an act of Congress which ap ea 


to be a most important milestone in 


development of dentistry; in it were 


plications for all of the health pre 


sions. The Federal Social Security AG 


signed that August day, provided 
through federal grants, for security b 


fits to expand health services and to tral 
public health personnel.** Most signi 
cant, however, it provided a definite 
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of demarcation between two eras in the 
t of dentistry as a profession. 
Itdivides the present era, in which den- 
tistry is meeting the accumulated forces of 
social change, from a preceding era dur- 
ing which dentistry struggled hard to 
justify itself to the public as a health pro- 
fession at all. With the status of a health 
ion has come a new public respon- 
sibility for dentistry and one on which 
this Social Security Act continues to focus 
attention. For nearly a century dentists 
had thought about dentistry merely for 
dentists; since 1935 we have had to think 
dentistry for the public. 


Perhaps the repetition of some very 
personal history may serve to justify some 
of the significance which I attach to the 
passage of the Social Security Act. On 
the morning of November 11, 1918, a 
year and a half after I was graduated 
from arts college, I. drove my last ambu- 
lance load of wounded French Poilus 
back toa receiving hospital in a little 
town east of the French City of Vervins, 
exactly ten kilometers from the Belgian 
border. In this very modest way, I helped 
to consummate the end of World War I 
—to end the job which my son had to 
resume in World War II when he, too, 
graduated from arts college, and one 
which he may have to resume again. 


Just eleven years after the 1918 Arm- 
istice, again in November, and but one 
year following my graduation from den- 
tal school, there began with a crash the 
longest and most severe economic depres- 
sion in the history of the United States. 
Out of the following six long years of 
want and insecurity came this National 
Social Security Act. 

“What,” one might ask, “caused such 
wide-spread insecurity and inability to 
provide for one’s self and family?” In 
times of want, previous generations just 
worked harder and longer and thus solved 
the problem of want. After 1929, and 
certainly in 1933, people could not solve 


their needs by hard work; there was no 
work. 


As all realize who have elected to pur- 
sue a college course in sociology, the 
United States has changed in a relatively 
few generations from a pioneer economy 
in which practically everyone worked for 
himself, usually on a farm, to a machine 
economy where practically everyone 
works for a boss, usually a corporation. 
The rise of a great automotive industry 
where I live in Southern Michigan has 
contributed to insecurity for the entire 
State. In 1826 eight out of ten Michigan 
people tilled the soil or worked for them- 
selves and in 1946 but two out of ten 
tilled the soil or worked for themselves. 
In Metropolitan Detroit or Flint or Pon- 
tiac or Lansing or Saginaw or Grand 
Rapids, Michigan, one now cannot turn 
to farming and gain independence im- 
mediately an automotive factory closes 
down. 


Returning to my personal history, I 
know, very thoroughly, what it means to 
be insecure; I know as a worker in a fac- 
tory because I became a factory workman 
six months after the close of World War 
I. Later, a date recalled easily since it 
was the day that my son was born, my 
factory shut down because of one of the 
sharp declines in production frequent in 
those days. Forty-eight hours later I was 
pushing a truck at 40 cents an hour. 
While pushing a truck the next few 
weeks, I learned to appreciate first-hand 
the fear that a factory worker had in those 
days of losing his job, of disabling ill- 
ness, of his inability to send his children 
through college, of lack of funds to buy 
the common “luxuries’’ of American liv- 
ing, of penniless old age. . . . I quit my 
job and enrolled in the University of 
Michigan for the second time—this time 
to prepare for a health profession. To 
me it is clear why people want security, 
including health security, and why a gov- 
ernment that promises it may become 





very, very popular. It may not be this 
clear to those who have not experienced 
stark insecurity and they may not be as 
eager as am I to steer the practice of den- 
tistry for the good of the public while 
maintaining all of the professional status 
so carefully established in 108 years of 
self-improvement. 

The 1935 Act of Congress promised 
insecure people a degree of help in case 
of dependency, loss of work, injury, crip- 
pling disease or old age. The people of 
the United States demanded forcefully 
that the Federal Government make as- 
sistance available to the states, congress- 
men listened and, as usual, acceded. 
They passed legislation to ameliorate in- 
security. Mark it down as a signpost of 
the sharp impingement of social change 
on the health professions—on dentists 
who had not been students of social 
change. It has been said, that the Social 


Security Act is the most important piece 
of domestic legislation so far passed by 


Congress; a little social security, like a 
little morphine, may become habit form- 
ing. 

Further signposts are in the scrap book, 
however. The next year, 1936, the 
House of Delegates of the American Den- 
tal Association endorsed the expansion of 
public health dental activities with the aid 
of Social Security funds and recom- 
mended that the funds be spent for health 
education, research, surveys and the train- 
ing of personnel. By 1938, public den- 
tal health had become so well organized 
im the various states, due largely to the 
public health training and positions made 
available by Social Security funds, that an 
Oral Health Group was organized within 
the American Public Health Association. 

Just the next year, in February, 1939, 
Senator Wagner of New York introduced 
a National Health Bill. That bill's intro- 
duction was followed by a sudden and 
violent interest of dentists in the subject 
of dental health economics. The House 
of Delegates of the American Dental As- 


sociation, in its session of July 17 tog 
of that year, promptly issued a declag 
of attitude which involved four muajp 
proposals designed to guide the partig 
tion of dentistry in any planning 
national health program.‘ ss0C 
representatives recorded their testim 
in the committee hearings held on 
tor Wagner's bill and discovered prom 
ly how essential it is to precede testimom 
by thorough study and clear think 
when the public becomes interest 
health practices and looks for dirty 
on the Association's clothes’ line. 


In 1942 the Council on Dental Heal 
of the American Dental Association” 
placed the previous Committee on Dat 
tal Health and Education and, since 
time, it has been delegated the sped 
task of studying the problems involve 
in planning for a wider expansion < 
dental care. It has submitted a oumber 
of pertinent recommendations to 
American Dental Association and some 
have been adopted as policies by the 
House of Delegates. i 


June 3, 1943, the Wagner-Murrap 
Dingell Bill was introduced in Congres. 
as S. 1161 (H. R. 2861), the first of the 
national health bills to be sponsored by 
this triumverate of legislators and 
second to be sponsored by Senator W. 
ner. Its benefits were to be financed’ by 
means of a compulsory payroll deduction, 
6 per cent to be paid by the employer and 
6 per cent by the employee up to the fist 
$3000 of wages. Medical care was 
have been a benefit in this Bill, but num 
ing and dental care were to be studi 
for a two-year period before recommend& 
tions were to be made. .. . The Amer 
ican Dental Association has gone on ret 
ord at least three times as opposing com 
pulsory insurance.*»* It reiterated t 
opposition at the recent Chicago meet 
ing.*® Probably it has done so, not be 
cause the House of Delegates thinks that 
compulsory insurance is a poor techni€ 
with which to raise large sums of money 
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but because of suspicion of the regulation 
and loss of individual determination 
which might accompany the expenditure 
of these sums of money. 

Later, in 1943, a significant report was 
made available by Dorothy Fahs Beck, 
following her study of the costs of den- 
tal cate in a well-supervised dental clinic 
for low-income patients in New York 
City.® She found that the general aver- 
age cost to the patient to provide the 
Ginic’'s recommended, modest initial 
care for adults was $52.66 and similar 
maintenance care cost the patient $13.86 


i per year. This report appears as a mile 


post since it confirmed earlier estimates 
of the high cost of initial adult dental 
care—one from a study made in Chicago 
by Swanish indicating an initial cost of 
$52.47. At once it appeared obvious, on 
the practical basis of the cost of this lim- 
ited adult program, that a children’s pro- 
gram should be selected for the first ex- 
pansion of dental care. 

On January 11, 1944, President Roose- 
velt delivered a message to Congress in 
which he voiced a second Bill of Rights.** 
The 6th of these eight rights, please note, 
was “the right to adequate medical care 
and the opportunity to achieve and enjoy 
good health.” 

The House of Delegates of the Amer- 
ican Dental Association, meeting in Chi- 
cago, October 17, 1944, approved the 
now well-known four principles regard- 
ing planning for programs of dental care.’ 
As will be recalled, these principles deal 
with research, dental health education, 
dental services and dentist participation in 
dental program planning. The patients 
to receive emphasis, it should be noted 
again, are children. One sentence reads: 
“Ali available resources first should be 
used to provide adequate dental treat- 
ment for children and to eliminate pain 
and infection for adults.” 

The years since 1944 mark an unusu- 
ally explosive interest in health legisla- 
tion at the federal level; at any rate, nu- 


merous health bills have been introduced 
in Congress during this 4-year period, 
hearings have been held, and representa- 
tives of the American Dental Association 
have testified. Many health bills followed 
promptly the publication, January 2, 1945, 
of the Interim Report of the Subcommit- 
tee on Wartime Health and Education to 
the United States Senate.** Two or more 
of the names of the 19 members of this 
Subcommittee appear as sponsors of prac- 
tically all of the health bills introduced in 
the Senate during the succeeding two 
years. The intense study of the physical 
status of drafted American youth during 
war time, even if misinterpreted on occa- 
sion, stimulated the Subcommittee’s mem- 
bers, indeed; and they set out to achieve 
improvement through legislation. 

On January 10th, Senator Murray of 
Montana introduced the American Den- 
tal Association’s bill, S. 190 (H. R. 
3816), to establish a National Institute 
of Dental Research and promote dental 
research projects. Since Senator Murray 
introduced the first dental research bill, 
S. 3607 (S. 194 of 1941) in Congress in 
May 1940, his sponsorship appeared par- 
ticularly appropriate. 

Bill S. 191, the Hill-Burton bill ** to 
provide Federal aid for surveys and the 
construction of hospitals and health cen- 
ters, was introduced the same day. Later, 
with the endorsement of the American 
Medical Association, it was passed by the 
79th Congress and was signed by Presi- 
dent Truman. Provision of dental care 
in these hospitals and health centers. is 
envisioned in some of the planning. 

Another dental bill for health educa- 
tion and dental services, S. 1099 (H. R. 
3412 and 3414), sponsored by the Amer- 
ican Dental Association, was introduced 
June 4, 1945. This bill consisted of an 
amendment to the Public Health Service 
Act designed primarily through a. grants- 
in-aid technic, to assist the various states 
in the development of fact-finding experi- 
mental programs of dental care and health 





education. Authority was granted to ap- 
propriate each year a sum sufficient to 
enable the Surgeon General to carry out 
the purposes of the act. Representatives 
of the American Dental Association tes- 
tified before the Senate Committee on 
Education and Labor in favor of both S. 
190 and S. 1099 late in June of the same 
year. Nobody testified against them. 


May 20, 1945, a new Wagner-Murray- 
Dingell national health bill, S. 1050 (H. 
R. 3293), was introduced in Congress. 
This time limited dental benefits were in- 
cluded specifically and the various bene- 
fits were to be financed by a Social Secur- 
ity contribution of 4 per cent (of 4 per 
cent by employer and employee) up to 
the first $3600 of wages. The first bill, 
it will be recalled, would have taken 6 
per cent from employer and employee up 
to the first $3000 of wages. 


July 26, 1945, Senators Pepper and 
Morse and eight of the members of the 
Senate Committee on Education and La- 
bor sponsored a new bill, S. 1318, to pro- 
vide more adequate sums for the health 
and welfare of mothers and children and 
for the treatment of crippled children. 
This bill provided for administration by 
the Children’s Bureau, a ten-fold increase 
in the previous budget for maternal and 
child health services, all people in the 
categories covered to be eligible without 
a means test, and the inauguration of 
completely adequate services (including 
dental services) for these people by the 
end of ten years. In the opinion of many 
members of the American Medical Asso- 
ciation, the legislation was designed to 
perpetuate the wartime Emergency Ma- 
ternal and Infant Care- Program which 
spent in excess of $100,000,000 on the 
wives and infants of veterans. 

November 19, 1945, President Truman 
presented his National Health Program 
Message to Congress asking for a five- 
point national health program, including 
a compulsory insurance system.'* The 
same day a new Wagner-Murray-Dingell 
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bill, S. 1606 (H. R. 4730), with a 
excellent timing, was introduced in G 
gress. It provided for grants to st 
for public health services, maternal g 
child health services (including 

for crippled children) and prepaid 
service benefits. In the Federal T. 

a separate Personal Health Services 
count would be created and, after a ap 
tain date, 3 per cent of wages up to $3601 
would be credited to this eae 
this account such sums were authorized 
appropriated as were found necessary tp 
finance the benefits. 


As the scrapbook of events unfolds ia 
1946, it will be found that the Veterans 
Administration bill became a law on Janm 
ary 3rd, ushering into being an enlarged 
dental program. Some of the irritations 
engendered during the profession's @ 
operative program with the Veterans’ Ad 
ministration have enhanced dentists’ sup 
picions of federally-controlled programs 


On April 23 a representative of th 
American Dental Association's Couneil 
on Dental Health (at the request of Sem 
ator Murray) presented, at the hearings 
on bill S. 1606, dentistry’s goals for the 
next five years. They were stated as 
prevention by the discovery of more 
fective controls through intensified © 
search, (2) the control of dental disease 
by the expansion of community prograif 
to provide health education and dental 
care for all children on an annual ing 
mental basis, (3) provision of facilit 
for dental care in hospitals and 
centers, (4) recruitment of capacity 4 
rollment of dental students in d 
schools (now amply realized), (5) 
tion of measures to make dental p 
attractive in smaller cities and rural 
and (6) increased training and utiliz 
of dental hygienists.* 

On May 3, 1946, Senators Taft, B 
and Smith introduced a health bill, 3 
2143, which would coordinate the h 
functions of the Federal Gove 
a single agency, and amend the F 
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Health Service Act to promote medical 
and denial research in the National Insti- 
tute of Health and through grants-in-aid 
tothe states, to construct a dental research 
institute and a neuropsychiatric institute, 
and to achieve certain other purposes. 
The grants-in-aid proposals would provide 
$8,000,000 for dental services the first 
year increasing by $4,000,000 per year 
until $20,000,000 per year is provided. 

In May also, the American Academy of 
Pediatrics launched its survey of child 
health services, including a questionnaire 
toall dentists. On July 22nd, 61 nations 
signed the Constitution of the World 
Health Organization marking a serious 
attempt, internationally, to secure “a state 
of complete physical, mental and social 
well-being and not merely the absence of 
diseases or infirmity.” ** Both events ap- 
pear to have certain implications for the 
practice of dentistry. 

On July 16, President Truman reorgan- 
ized the Federal Security Agency, trans- 
ferring the Children’s Bureau from the 
Department of Labor to this division of 
government and assigning most of the 
federal health functions to the Federal 
Security Agency. The following month 
(August 10th) during the late moments 
of the 79th Congress, the appropriation 
to the Children’s Bureau practically was 
doubled ($11,200,000 to $22,000,000) ** 
with no discernible opposition, even if 
the Maternal and Child Health Bill, S. 
1318, never were reported out of com- 
mittee. 


The year 1947 finds a rather steady 
stream of federal health legislation intro- 
duced, referred to committee and hear- 
ings scheduled. On January. 10, Senators 
Fulbright and Taft introduced bill S. 140 
(H. R. 573) to create an executive de- 
partment of the Government to be known 
as the Department of Health, Education 
and Security with one secretary and three 
under secretaries. Both the American 
Medical and the American Dental Asso- 
Giations have recommended a consolida- 


tion of federal health activities, but both 
found reasons to testify against their con- 
solidation with education and welfare un- 
der a Federal Social Security Adininistra- 
tor who recently had a hospital cook de- 
leted from his program. 

On January 13th a bipartisan group of 
Senators, Murray, Pepper, Taft, Aiken 
and Morse, reintroduced the dental re- 
search bill as S. 176 (H. R. 574) with 
the appropriation for the erection of a 
building increased from $1,000,000 to 
$2,000,000. The old bill S. 190: passed 
the Senate in the 2nd Session of the 79th 
Congress. In spite of the prediction by 
some dentists that $. 176 would pass both 
legislative branches early in the 80th Con- 
gress, another bill, H. R. 6726, passed at 
the very end of the session and now has 


_ become Public Law 755.1* 


The same day that the dental research 
bill was reintroduced, Senators Pepper, 
Murray and Aiken reintroduced bill S. 
1099 of the previous Congress as S. 178, 
again to amend the Public Health Service 
Act so as to provide by grants-in-aid as- 
sistance to states in developing and main- 
taining dental programms. Again no defi- 
nite appropriation was made and again all 
projects were to be reviewed by a Na- 
tional Dental Health Council. 

Some conflict of opinion among mem- 
bers of the American Dental Association 
has arisen the past two years regarding 
the philosophy responsible for the Asso- 
ciation’s bill, S. 1099, now S. 178. At 
the meeting of the Association in Miami, 
October 14-16, 1946, the Delegates in- 
structed the Legislative Committee to op- 
pose in federal legislation any govern- 
mental dictation to states relative to a 
means test. Apparently it was agreed 
that the Federal Government should’ not 
dictate to states~that~there shall be a 
means test—a determination of family in- 
come level in order to decide eligibility 
for dental care, or that there shall be no 
means test.*t This action was acceptable 
to the members of the Council on Dental 





Health since it seemed to conform to the 
3rd principle of local determination 
by the House of Delegates in 


_-_1944.* Probably this principle should be 


repeated at this point for the benefit of 
everyone: 
“3. Dental Care: 


“a. Dental care should be available to all re- 
gardiess of income or geographic location. 

“b. Programs developed for dental care should 
be based on the prevention and control of 
dental diseases. All available resources 
first should be used to provide adequate 
dental treatment for children and to elim- 
imate pain and infection for adults. 

“c. Dental health is the responsibility of the 
individual, the family and the community 
in that order. When this responsibility, 
however, is not assumed by the commun- 
ity, it should be assumed by the state and 
then by the Federal Government. The 


community in all cases shall determine the - 


methods for providing service in its area.” 


Since bill S. 1099 was developed orig- 
imally to provide fact-finding, experi- 
mental programs in health education or 
the administration of dental service pro- 
grams, it seemed unwise to place any Fed- 


eral restriction on these experimental pro-, 


grams. Here, then, was additional rea- 
son for the precise framing of this legis- 
lation with no mention of a means test. 


In Michigan, according to a report pub- 
lished in 1944, 44.6 per cent of the 


State’s families had incomes under 
$1,000, 61.2 per cent under $1,500, 76.1 
per cent under $2,000 and 90.4 per cent 
under $3,000. One should note that but 
9.6 per cent of Michigan families had an 
imcome at that time which was over 
$3,000.*7 It seems quite possible, in 
fact, that, in approximately two-thirds of 
the land area of the state, any formal 
method for applying a means test to a 
children’s dental program still would 
prove far more expensive than the amount 
spent on dental care for the few children 
that would be screened out. This situa- 
tion should be kept in mind when ap- 
praising the validity of a federally dic- 


tated means test for a state or its 
geographical areas. 

A letter at this time from Senator! 
ert Taft ** of Ohio to Dr. Sterling M 
then President of the American Di 
Association, indicated Taft's en 
ment of a philosophy of federal dic 
of a mean’s test. “. . . We have” 
reached a point in America where 
Government is going to support meng 


women able to. support themselves. Ther 
fore, in any legislation to aid the states 


provide free medical or dental care, I 
lieve that federal money should only 
used to give such care to those wh 
unable to pay for the care them 


A number of members of the 


ican Dental Association promptly pi 


posed the endorsement of a mandi 


means test in federal legislation in on 


to assure Senator Taft's support of he 
legislation, and here developed a cont 
of principles awaiting the decision ¢ 


dentists in each state. How far a stal 
rights are to be relinquished to the Ft 
eral Government in the future, in the 


terest of the greatest good for the grt 
est number, would appear to be a m 
for serious delineation as one 
the historical pattern of the develops 
of 
Possibly all states will want to limit t 
dental programs in main to child 
low income families; but the « 
still arises, “Should the states be ¢ 
pelled to accept such a dictation by G 
ernment in order to become cligiblef 
federal funds?” At the Boston n 
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of the American Dental social 


(August 1947) the House of D 
adopted 


the means test as a criterion 


federal aid to health programs ** 
settled this matter officially as far 
American Dental Association is 
cerned.” ¢ 

As one returns to a consideratic 


Federal interest in health legislation, i 


will find that Senate Bill 2143 
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introduced in that chamber as S. 545 by 
Senators Taft, Smith, Ball and Donnell 
on February 10, 1947. This “National 
Health Act of 1947” provided for the 
creation in the Federal Government of an 
independent health agency in which ail 
Federal health activities were to be cen- 
tralized, including an Office of Dental 
Care Services which would have admin- 
isttative parity with the other health serv- 
ices. It provided $1,000,000 for dental 
surveys. It would provide dental exam- 
inations for all children at public expense 
and prophylaxis, fillings, radiographs, ex- 
tractions and related care, not including 
orthodontic treatment, for those children 
in elementary and secondary schools 
whose families or guardians had insufh- 
ent incomes to pay the entire cost of 
such services. Each state would decide 
which families had insufficient incomes ¢ 

¢ sums to be appropriated for den- 
tal services were to be the saine as in the 
previous Bill. The objectives of this 
Bill received a general endorsement by a 
spokesman of the American Dental Asso- 
Gation on May 29th. *° 


February 17, 1947, the ‘‘National 
School Health Services Act of 1947,” was 
introduced as H. R. 1980 (S. 1290) by 
Representative Howell of Illinois. This 
Bill, initiated and developed by the edi- 
tors and publisher of Parents’ Magazine, 
proposed through a grants-in-aid program 
to add to the activities of the Children’s 
Bureau a 4th category, the school health 
services. This program was to include 
petiodic school health examinations to 
discover physical and mental defects and 
to include the provision of preventive and 
corrective services rendered by physicians, 

ists, nurses and mental hygiene spe- 
cialists. The sum of $12,000,000 would 
be provided the first year, $18,000,000 
the second and necessary sums the suc- 
ceeding years.** It was supported at its 
hearings in March, 1948, by the American 
Public Health Association,?* but was not 
endorsed by the American Dental Associ- 


ation on the basis that the health profes- 
sions, not the teaching profession, should 
administer health programs, that the 
method of providing services was not 
stated and that the recipients were not 
limited to families with low incomes.* 

The latest piece of Wagner-Murray- 
Dingell legislation to be introduced in 
Congress, again timed to follow immedi- 
ately a presidential: message to Congress, 
was S. 1320 (H. R. 3548), a bill intro- 
duced on May 20th, 1947, by Senators 
Murray, Wagner, Pepper, Chavez, Taylor 
and McGrath. The program outlined in 
this bill again aimed to provide complete 
health care for everyone by funds appro- 
priated to a Personal Health Services. Ac- 
count which, for and after the year end- 
ing June 30, 1950, would equal 3 per 
cent of all wages to the level of $3,600 
per person and the addition of further 
sums as required. The program at the 
national level was to be administered by 
a 5-man National Health Insurance Board 
under the direction and supervision of 
the Federal Security Administrator. A 
16-member Advisory Council was to be 
appointed by the same Administrator. 
Administration of programs, however, 
was to be carried out by the states and 
local agencies. 

One other bit of Federal legislation in 
1947 should be called to your attention 
in this review. It is S. 1714, a new S, 
1318, introduced by Murray, Wagner, 
Taylor and Chavez on July 24th as an 
act to expand maternal, child health and | 
allied services. It provided $20,000,000 
the first year, $30,000,000 for each of the 
next two years and the amount which 
Congress determined necessary thereafter. 
Of these total appropriations, a sun not 
greater than 10 per cent was to be made 
available for dental services for mothers 


and children. The sums were to be ap- 
propriated to states on a matching, basis 
but without imposition of a means test. 
The Federal Security Administrator had 
the approval of alf state plans. 
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The last signpost to point out in 1947 
came as the preliminary report before the 
Seventy-fifth Annual Meeting of the 
American Public Health Association, 
October 6th, at Atlantic City. Officials 
of the United States Public Health Serv- 
ice ** presented some of the study of child 
health services begun in May, 1946, as I 
stated previously, by the American Acad- 
emy of Pediatrics. This preview of the 
present health care of children included 
a report of the dental study of the chil- 
dren of Oregon, Montana, New Mexico, 
Illinois, Alabama, North Carolina, New 
Hampshire, and an area composed of 
Maryland, the District of Columbia, and 
two counties of Virginia. The population 
in the total area summarized included 15 
per cent of the children in this country 
under 15 years of age. Twenty children 
per 1000, or 2 per cent of this age group, 
receive community dental services. 


In 1948, the final health bills of the 
80th Congress warrant reporting. On 


February 20th, S. 2189, the Local Public 
Health Services Bill, was introduced by a 
bipartisan group of senators. Briefly it 
had a two-fold purpose: (1) to assist 
states in developing local public health 
units organized to provide basic full-time 
public health services in all areas of the 
nation and (2) to assist states in training 
all types of personnel for local public 
health unit work. During the period 
May 1 to 4, the National Health Assem- 
bly was convened at Washington by Mr. 
Oscar B. Ewing, Federal Security Admin- 
istrator, to discuss and to plan methods 
of providing for the nation’s health 
needs.'*»** During the 89th Session of 
the American Dental Association, the 
House of Delegates disapproved Mr. 
Ewing's report to the President for its 
promotion of a national program based 
on a philosophy contrary to that expressed 
by the action of the Assembly.2* On 
June 8th Congress passed S. J. Res. 98 to 
permit the United States to join the 
World Health Organization, and in July 


the first Assembly of W. H. O., held’ 
Geneva,'* was attended by delegates 
this country, at which time an 
tional program for maternal and 
health was recommended. Finally wp 
should note the passage in June of 
H. R. 6355," to provide a million 
field demonstration program of 
application of sodium fluoride to 
dren’s teeth, and we should note, further, 
that this program was delegated to 
United States Public Health Service tobe 
administered as a federal program. That 
is the last piece of health legislati 
health service trend that I wish to callie. 
your attention ; already you must be quite 
confused by the “snowballing” of health 
bills in the Federal Congress since 1944 
At this’ point, then, in the perusal of 
dentistry’s scrapbook of social implice 
tions, one reaches the section of ex 
pages and the milestones cease. It i 
story, mark you, of continuing iil 
on the care of children and young moti 
ers; it is a recital of stronger and stronger 
emphasis on stability and security at the 
expense of initiative and opportunity; 
and it is a panorama of more and mom 
power granted to the Federal Goverm 
ment with a gradual constriction of stre 
states’ rights. * 
I now should like to attempt n 
more briefly the second portion of 
task, a delineation of the size and factos 
ahead of us in our dental health p 
ning. I should like you to turn, there 
fore, to speculation regarding the milf 
stones of the future, the ones that u 
fill the remaining pages of dentistry# 
scrapbook. & 
One wonders what would happen if 
the dentists of Pennsylvania were as 
to perform the task implied in the thi 
principle of the American Dental 
ciation, the provision of adequate ¢ 
health care, regardless of economic or gee 
graphical location, for all of the child 
in the 67 counties comprising the 45,1 
square miles of this big State. One wom 
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ders what problems would be met and 
how they would be solved in order to pro- 
yide adequate dental care for 3,160,000 
childten in a state which has one dentist 
for each 1,592 persons,*® and the den- 
tists concentrated largely in the urban cen- 
ters. Granted that there may be some 
errors in these 1947 estimates, the prob- 
lem of manpower alone still would be 
considerable if all of the children in all 
of this State were to secure without reser- 
vation all modern scientific oral health 
services. A rough calculation will show 
that, if each one of Pennsylvania's 6,451 
dentists would ake his share of the 
State's children who are under 18 years 
of age and would allot to each patient 
two appointments of sixty-minutes’ dura- 
tion this coming year, in a serious attempt 
to provide a modern dental health service 
for children, he would consume nearly 
1000 hours of his annual chair time on 
the junior portion of his practice alone. 
To help us get started with a bit of 


‘planning I should like to re-examine with 


you the practice of dentistry. When a 
modern, scientific-minded dentist accepts 
a new patient in his office, he seats the 
patient in his operating chair, examines 
the mouth with all of the diagnostic aids 
now available, decides a plan of treat- 
ment, institutes during a series of ap- 
pointments the treatment that he has 
planned, and recalls this patient at regu- 
lar intervals for a re-examination there- 
after. When research provides newer 
and better methods or when operative 
failures develop or when aging changes 
occur, today's scientific dentist makes out 
another treatment plan, institutes the new 
treatment and begins, once more, the re- 
calls at regular intervals. Such dental 
treatment appears to be both logical and 
successful. North American dental prac- 
tice, at least, is known as some of the fin- 
est and respected as such all over this 
world. 


Probably, if dentistry, as now practiced 
by the well-qualified private practitioner, 


is excellent for the health of the individ- 
ual private patient, the technics which are 
employed privately should be equally ex- 
cellent to assure the public's health—to 
assure Pennsylvania's health. It may be 
profitable to spend another moment, 
therefore, in an attempt to apply the tech- 
nics of private practice to Pennsylvania's 
dental public health problem. 

The first step, obviously, is to examine 
the patient. As a public health procedure, 
the examination becomes a survey of the 
State to determine all of the data essen- 
tial for dental program planning. These 
basic data of the community patient clas- 
sify themselves rather snugly and compre- 
hensively into at least seven areas of in- 
formation. First, we shall want to know 
(1) the necessary population facts—the 
number of people and their distribution 
by race, by age groups, by the geograph- 
ical regions of Pennsylvania (of Green 
County, of Susquehanna, Pike, Erie and 
Philadelphia Counties). We shall want 
to know (2) the regional economic con- 
ditions as they affect needs and demands 
for dental care. Then we shall want to 
know, after a careful, scientific deter- 
mination, (3) exactly those dental serv- 
ices which are essential for health; we 
need a definition of, or a standard for the 
public’s health needs in oral care. The 
next essential information appears to be 
(4) the determination of the average op- 
erative time required to provide these spe- 
cific health services. Then we shall have 
to figure (5) the dentistgavailable and 
the dentists required to provide these 
needed services. Next we shall have to 
find out (6) the average productivity of 
the dentist—-the dentist's ability to com- 
plete patient's care per average work year, 
the average income that he should clear 
and, perhaps, we shall have to study the 
aids that are available to him, such as 
equipment, assistants, hygienists and lab- 
oratory technicians, aids that should im- 
prove this average dentist's productivity. 
Finally, (7) we may have to learn some- 









thing about the psychologic blocks which 
interfere with the provision of adequate 
oral health care—why people do not ac- 
cept dental care when it is made available 
and why, perhaps, people fear white coats. 
These seven groups of data should result 
from our examination of the State as a 
dental patient. 

As was said at the beginning of this 
paper, the senior dental students at the 
University of Michigan were assigned 
and have worked on just such a pattern 
of approach to the solution of a state's 
oral health problem. They began it with 
enthusiasm; and then the “scuttle butt’ 
came back to me that most of the seniors 
wanted to quit dentistry then and there. 
They figured down in their locker-room, 
I think, that if the people of these United 
States had kindled so much fire under Con- 
gress to pass legislation that would pro- 
vide health service on a broad basis, in- 
cluding oral health service, then the prac- 
tice of dentistry was doomed. The two 
terrible dragons, “socialized dentistry” 
and “‘state dentistry,” were about to de- 
stroy the good old days when a dentist 
could be a rugged individualist, a great 
grandson of a Michigan pioneer, and the 
architect of his own fortune .. . a mil- 
lion, for some of them, I expect, about 
the second year of practice! 


In spite of their questions about the 
future of the practice of dentistry the 
seniors proceeded in a sensible, scientific, 
unbiased, unemotional manner to gather 
information and expose the total extent 
of the problem of providing complete 
oral health care for all of the children of 
Michigan, at least for those children from 
3 years of age through high school or 
approximately to the 18th year of age. 
Their scientific, unemotional approach is 
one that may be recommended to the ma- 
ture leaders of the American Dental As- 
sociation and the American Medical Asso- 
ciation, as well as to the pressure groups 
that wish blithely to pass, overnight, fed- 
eral legislation that will, by government 


fiat, provide complete health care 
everyone—just by passing a bill. T 
pattern can be recommended to you, | 

Their examination of the patie 
their case, the State of Michigan, } 
thorough, for they gathered all of’ 
areas of data which I have just indica 


of information about the economic sta 
of the patient in all four of its d 
geographical—not physiological — ag 
they secured the most complete censug 
the dental personnel of Michigan, 1) 
sure, that ever was taken; they utilize 
survey of the opinion of the teachers§ 
dentistry for children in the various dé 
tal schools of the United States™ a 
basis for their determination of the sety 
ices to be included in an oral health pr 
gram (and don’t miss the word ealthl} 
they utilized a survey of 7,373 chi 
in 5 different centers of the State* 
their basis for children’s oral 
needs, accumulated needs of 
which have been neglected, and 
needs when on a regular progr 
semi-annual maintenance care; they seat 
out a questionnaire to the dentists @ 
Michigan who treat children skillfully 
find out the productivity of a dentist 
the average time spent on the various 
health services; and they accomplished: 
intriguing study of those blocks 
operate to interfere with the attai 
of adequate dental care. 


Arguing out, with considerable col 
mon sense, the yearly chair op 
hours that may be expected from the ave 
age well-qualified scientific dentist; 
securing the upper mean of income: 
dentists in the Great Lakes area from’ 
survey by the Committee on Dental Eee 
nomics of the American Dental Associt 
tion,** °° the seniors appeared ready tf 
work out a treatment plan and an este 
mate. Surrounded by the patient's dalt 
instead of his dental chart, his p 
casts, his radiograms and his | 
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counts, they diagnosed the patient's oral 
health condition, worked out a treatment 


plan and did they ever prepare an esti- 
mate! 


To place the 1,275,000 children 3 
through 17 years of age (figures from 
1940 census) on a program of complete- 
ly defined oral health care and rehabili- 
tate all of the neglected mouths would 
cost, according to the seniors, 44 1/3 
million dollars. 

You will, I think, be interested in an- 
other bit of the seniors’ estimate. If, in- 
stead of starting a program to rehabilitate 
all of the children’s mouths in Michigan 
im Ome year, a program was begun the 
first year to provide oral health care for 
the 85,000 three-year-olds, adding a new 


_ three-year-old group to those already re- 


ceiving care each year for 15 years, when 
of. course, the first three-year-old group 
would be graduating from high school, 
the cost of the fifteenth year of this pro- 
gram, again, taking care of all 3 through 
17 year olds, would be slightly over 29 
milfion dollars—29 million as compared 
with 44 1/3 million—an expenditure re- 
duced 34 per cent and all children enjoy- 
ing optimal oral health throughout the 
period after 3 years of age. Granted that 
the estimates of the senior students are 
high for a completely adequate health 
program, but for one which includes such 
services as orthodontic care, the treatment 
of growth and developmental anomalies, 
the rehabilitation of the patient with oral 
clefts, the management of accident cases 
and the provision of scientific root surg- 
ety, a program which might constitute a 
health service of: which dentists would be 
very proud—granted that these estimates 
are two or three times the amounts which 
experience may determine are necessary— 
the sums involved still are staggering. 
The reduced sums for Michigan alone 
(22 and 141/, millions, or even 143/4 and 
9% millions of dollars) may be com- 
pared with the $8,000,000 designated by 
the Taft bills the first year to provide 


dental care for all children in low income 
families throughout the United States, or 
they may be compared with the $12,- 
000,000 provided the first year by the 
National School Health Service Bill 
which is designed to provide all school 
health services to all school children 
throughout the United States. 

Figuring the total number of dentists 
then in Michigan who might be turned 
into children’s dentists for: this program 
and figuring the number that would be 
required for the accumulation program 
and for the year-by-year maintenance pro- 
gram, the seniors achieved a further esti- 
mate. For the accumulated program, 
Michigan would require a 61 per cent in- 
crease in its available dentists, while at 
the 15th year of its maintenance program 
it would have 8 dentists ieft over to take 
care of Michigan adults, unless, of course, 
its two dental schools increased rapidly 
the State’s dental manpower. That state- 
ment nearly completes my discussion. 

With the milestones turned in the 
scrapbook of dentistry, with the crystal 
gazing of the senior students behind me, 
there remains but one short task, an esti- 
mate of the essential steps for the public 
and the dental profession to take coop- 
eratively in order to assure for the future 
a young adult population with optimum 
oral health. I envision five essential at- 
titudes or activities for each to assume— 
the public and the profession. 

For the public, I see (1) the necessity 
to understand the dislike of the dental 
profession for, and its fear of, regimenta- 
tion by government, and to appreciate 
that what was a small mechanical profes- 
sion prior to 1910, when Hunter of Eng- 
land condemned American dentistry for 
its contribution to ill health, has pulled 
itself up literally by its own bootstraps— 
by its own independence—with practi- 
cally no aid from anyone, and has be-. 
come a scientific dental health profession 
during the past 38 years. With this im- 
provement in the status of dentistry have 








come many scientific health ices 
which were not taught in dental schools 
when many of the present profession 
‘gtaduated. I see (2) the necessity for 
the public to appreciate that dentists have 
shown a willingness to cooperate in com- 
munity health planning when they have 
not been snubbed and their planning per- 
formed for them by non-technical people. 
I see (3) the necessity for the public to 
assume the financing of one of the larg- 
est and the most expensive units of health 
service so far attempted, that is, if par- 
ents are serious about their desire for op- 
timal oral health throughout childhood. 
Parents not only must finance it, they 
must remove some of the blocks—fright- 
ened children, refusal to excuse children 
from schools for dental appointments, 
half prices for children’s fillings. I see 
(4) the necessity for the public to under- 
stand that our present dental manpower 
still is inadequate to do the job that un- 
informed planners propose for us, and | 
feel that the public should not be stam- 
peded into voting for extensive programs 
impossible to achieve. I see (5) how 
essential it is for the public to appreciate 
that, until more easily administered, pre- 
ventive or public health technics are pro- 
vided and confirmed by research, dental 
care, begun. early and continued regularly, 
is the most economical and efficient tech- 
nic now available. We have the topical 
application of fluoride and the restriction 
of fermentable carbohydrates, it is true, 
as partial controls of dental caries, and we 
have presumptive evidence of aid from 
the addition of fluoride to communal 
water supplies and from an ammonia lib- 
erating dentifrice combined with a syn- 
thetic urea mouthwash, but accidents to 
young teeth appear to increase, the scram- 
bling of racial characteristics in America’s 
melting pot, makes occlusion worse, and 
interest in the control of periodontal dis- 
ease gains. I conclude that, as of No- 
vember 3, 1948, nome of us need fear 
that present or pending research possibly 





can do away with our practices if we cam 
to treat children with primary, mixed ag 
young permanent dentitions and to 
serve the supporting tissues of adults, ~ 
Now for the profession, I stated tha 
there were five ‘musts’ for the dentigis 
too. As dentists, we must (1) learn 
appreciate that the care of children maby 
a highly satisfactory practice when: 
tists work as diligently to master its m 
fied technics, and problems of 
growth, development and exchange @ 
dentitions, as they do to master the ted 
nics of prosthetics or minor oral surgery, 


We must (2) see that children gp 
longer are turned away from dental of 
fices as undesirable patients. If we de 
not wish to treat children in a a 
practice, it would appear sensible to tum 
the job over to our local health 
ments with committees or health c 
of our local dental societies dele 
set up policies and. standards and 
supply a certain amount of prof 
supervision. We should ponder this step 
thoroughly, however, before we limit our 
selves to adults in our practices. : 


We must (3) note studiously that 
cial trends, which all may see as the pages 
of milestones are turned for d 
over the first forty-eight years of 
century, do indicate that a demand for a® 
adequate children’s program will be thé 
first that will have to be met in any cowie 
try-wide extension of dental care; and 
we should prepare ourselves. accordi 
Very definitely, we should support 
build up a strong state bureau of publit 
health dentistry. We should expect itt 
secure trained personnel to gather the 
data (much better data than those will 
which my senior dental students hav 
been struggling) to help us plan intelli 
gently for the future. We should exped 
this bureau to assume leadership in pre 
viding oportunities for us to study sudt 
information and thoroughly to inform 
ourselves about the extent of the states 
dental problem, the task, as I see it, of 
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this present conference. We should ex- 

it to administer scientifically any pub- 
lie dental program which we plan co- 
operatively, and we should expect it to 
support us to the same degree that we 
support it. Since Federal legislation and 
American Dental Association declarations 
affect directly the policy of the state so- 
ciety, we owe it to our state activities to 
keep informed continually about national 
activities. As a reminder, previously in 
this paper it was suggested that Pennsyl- 
vania dentists make a discriminatory deci- 
sion regarding their acceptance of the 
principle of federal dictation in health 
matters. There are, and will be, further 


1% 


principles to evaluate. 


To continue, we must (4) realize that 
the public does have a stake in the prac- 
tice of dentistry and we must learn to re- 
spect the public's viewpoint. By rather 
universal admission the sole authority in 
all matters involving the art and applied 
science of dentistry is the dentist; in the 
economic aspect, on the other hand, and 
probably to a considerable extent in the 
administrative aspect, it is becoming clear 
that the consumers—the people them- 
selves—are demanding equal rights and 
have equal concerns. How much dental 
cate is going to cost, how the consumer 
will pay for it, in what form it should be 
offered, these are becoming fundamental 
matters for the people too. 


This interest on the part of the public 
can become quite disturbing to us as den- 
tists. As evidence, we need only to con- 
sider the recent emphasis on labor's health 
programs—the long time health program 
of the Amalgamated Garment Workers 
of America with a $1,000,000 health cen- 
ter in New York City and a welfare fund 
of $50,000,000, the comparatively recent 
10 cents a ton provision for 1,700,000 
United Mine Workers employed in 22 
states and Pennsylvania's hard coal min- 
ets receiving $3,806,000 since the fund 
was established, and the very recent 
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United Automobile Workers’ demand 
from General Motors for a 5 cents per 
worker per hour health fund, a demand 
which, if granted, would approximate 
$50,000,000 annually.** 24, 13, 10, 30, 25, 46 
Barring another world war, I heard an 
economist predict last May, by 1955 2 
modified national health bill of the Wag- 
ner-Murray-Dingell type will pass Con- 
gress with the support of the American 
Medical Association and the American 
Dental Association because both Associa- 
tions will have become so, thoroughly 
frightened of the large unions’ health 
programs by that time. Whether econo- 
mists always gaze into crystal-clea: balls, 
I, of course, am unprepared to say. 
Finally, we must (5) recall that prob- 
ably one of the harshest laws of nature 
still operates—there is no surer road to 
the extermination of the human organism 
than. failure to adapt to a changing en- 
vironment. It is doubtful that dentistry 
long can maintain its position as an inde- 
pendent health profession in a security- 
minded nation and supply its services only 
to 20 or 25 per cent of the people—even 
to a much smaller per cent of young chil- 


dren. 


If 146,000,000 people seriously de- 
mand a broader distribution of good oral 
health care in this country, 78,000 den- 
tists can offer only futile resistance to the 
social changes which appear certain to 
follow. The ratio, permit me to point 
out, is about 1870 people to one dentist 
for continental United States. But, 78,- 
000 scientific, thoroughly informed, co- 
operative dentists can do much to direct 
productively the changes which may af- 
fect the practice of the profession, as fur- 
ther milestones are posted on the vacant 
pages in the scrapbook of dentistry’s 
progress, and it is for a thorough consid- 
eration of this attitude throughout the 
present Conference that I am pleading to 
you Pennsylvanians. 
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Utilization of Dental Personnel and Aids 
Present and Future 


SECTION DISCUSSION I 


Presiding Chai 
M. E. NicHotson, D.D.S., Chairman 
Council on Dental Health, Tenth District 


THIS section, after lengthy discussion, is 
pleased to make the following recom- 
mendations and suggestions in the best 
interest of children’s dentistry: 


1. That every dentist in private prac- 
tice has certain responsibilities and obli- 
gations to the child in furnishing ade- 
quate dental care; in discharging these he 
must ground himself thoroughly in child 
psychology and behavior, and in the use 
of approved techniques and operative 
procedires, and he must have a sincere 
desire to accomplish good dentistry for 
the child patient. 

2. Every dentist must realize that den- 
tal health education must be constantly 
given to the public to the end that the 
public will recognize and demand the 
type of dentistry the child patient de- 
serves. 


3. Organized dentistry should place 
more emphasis on the value of proper 
procedures in children’s dentistry, and 
condemn and censure the dentist who re- 
fuses to take a reasonable interest in meet- 
ing this problem. 

4. That a practicing dentist who re- 
fuses to work for children should always 
refer the patient to a dentist who will 
furnish the necessary treatment. To tell a 


parent that a child’s deciduous teeth are 
not important and require no attention, 
even though carious, will do untold harm 
to all concerned. 


5. It is the responsibility of each den- 
tist to take an active interest in helping 
to plan and put into effect in his com- 
munity an adequate dental health pro- 
gram. 


6. A manual of proper procedures in 
the establishment of an adequate dental 
health program for communities and 
schools should be planned and published 
in order that the local dental personnel 
know how to operate most effectively. 


7. The dental hygienist should be per- 
mitted by the Commonwealth of Penn- 
sylvania to make topical applications of 
sodium fluoride to the teeth; we see no 
adverse effects in permitting this at the 
present time and by so doing the dentist 
will be enabled to better utilize his time. 

8. The dental hygienist should con- 
tinue her work of dental health education 
and take advantage of all available ap- 
proved: printed material in this field. 

9. That dentists make full use, wher- 
ever possible, of auxiliary aids in order 
that he (the dentist) be better able to 
spend more time in treating children. 





The Part of Public, Parochial, and Private Sch¢ ck 7 
Colleges, Teachers, Parents, and Community, 


Agencies in Bettering: Dental Care for 
Children 


SECTION DISCUSSION II 


Presiding Chairman 
LeRoy M. ENNIs, D.D.S., Trustee 
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Pennsylvania, American Dental Association 5 


THIS section, with over 50 in attendance 
including representatives of the public 
schools of Harrisburg (Dr. Zorger, Su- 
perintendent of Schools; Mr. Porter, 
School District; Mrs. Ritter, Congress of 
Parents and Teachers) discussed infor- 
mally many of the problems relating to 
the topic question. The following sum- 
maty and agreements are presented: 

The dental profession cannot discharge 
properly its obligation to the child by 
attempting treatment after school, on 
Saturdays, on holidays, or on vacations. 
Children should be treated as early in the 
morning or afternoon as possible; then 
neither child nor dentist is fatigued. 

No statement in the School Code, or in 
the regulations associated with the School 
Code, indicates that a child cannot be ex- 
cused from school for dental treatment. 
Mr. Porter suggested that when appoint- 
ments are made with children during 
school hours, that they be staggered and 
not always at the same time on the same 
day of the week. 

Dental care should be so stressed that 
the teacher, parent, and child will realize 
the importance of such health measures. 
The excusal of children from school for 
dental care should be an indication to 
teachers and other interested groups of 
the value and necessity of such care. In 


od 


view of the need for this care, as dean 


strated by the State dental examinations 
teachers should be more than wi 
cooperate. Dr. Zorger and Mr. 
stated that in the Harrisburg 

there is cooperation with the aul 
this matter of excusals. Also, they i 
ported, there is a similar cooperative alte 
tude in other communities in the St 
However, dentists present said there 
still difficulties in this regard in mam 


parts of the State; and that it is mores 


a problem in the larger centers of 
lation than it is in the smaller a 


The general conclusion was that ther 
should be a definite ruling providing 
the excusal of children for dental servie 
as well as for specific medical reasons. 


Mr. Porter stated that there is a ruling: 
of the Board of Education that wheaw 
pupil 14 years of age applies for a certif 
icate to work, he will not be given 
he has more than two cavities in his teeth 
Yet he can remain in school as long as ht 
desires with an indefinite number of cave 
ties. He suggested that a ruling be made 
equalizing this situation. 

Dr. Zorger was of the opinion that the 
parents were the responsible persons it 
the child dental health programs, and 
that it could not be laid at the door of 
the teachers or of the dental profession 
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Also it was stated that the child could be 
taken from the school at any time for the 
purpose of professional treatment. 

Miss Miriam Willis, a former president 
of the Pennsylvania State Dental Hygien- 
isis Association, suggested that the school 
dental records be simplified. At the pres- 
ent time, it is stated, three hygienists in 
Harrisburg spend most of their time do- 
ing clerical work required by the Depart- 
ment of Health. Dr. Zorger supported 
her statement. This clerical work could 
be accomplished by someone with far less 


specialized training than a dental hygien- 
ist. 


Dr. Zorger drew attention to the fact 
that the high school student should not 
be neglected in the movement to take 
cate of the dental needs of school chil- 
dren; most of the attention was directed 
to the youth in the lower grades, and 
there should be some sort of care for 
those who reach the higher grades. 


Other aspects of the problem of dental 
treatment for children were discussed; it 
was the general opinion that the proper 
committees of the Pennsylvania State 
Dental Society. should attempt to work 
out a practical solution. 


Methods to educate all parties con- 
cerned in this program of child health 
care were discussed. The creation of a 
speakers bureau, radio and newspaper 
publicity, and the use of the dental hy- 


-gienist in educational promotion work 


were considered. The making of bite- 
wing X-ray examinations also was con- 
5 

In the discussion concerning the pre- 
vention of dental caries, the question 


arose of the methods used: diet, and the 
application of sodium fluoride. In refer- 
ring to the latter, it was stated that the 
Attorney General had notified the Penn- 
sylvania State Dental Society that dental 
hygienists could not apply the fluoride 
solution to the teeth of patients. How- 
ever, it was brought out, that hygienists 
of the U. S. Public Health Service are in- 
vited into the State to demonstrate the 
use of sodium fluoride on patients. The 
discussion section could not see the dif- 
ference in the fact that a hygienist li- 
censed in Pennsylvania could not apply 
the fluoride solution, but hygienists may 
be brought into the State to demonstrate 
how the solution can be applied. 

Dr. Palmer, of the State Medical So- 
ciety, stated that this was a ruling of the 
Attorney General but that an appeal to 
this decision can always be made. At one 
time osteopaths in Pennsylvania signed 
papers committing persons to insane asy- 
lums or institutions. This was upheld 
by the Attorney General. The State Med- 
ical Society took this issue to court, and 
it was decided finally by the Supreme 
Court of Pennsylvania that osteopaths 
did not have this right. The Medical 
Society won out against the ruling of the 
Attorney General. Such an issue might 
be raised by the State Dental Society in 
the present ruling. 

It was a definite, decided opinion of 
the section that the dental schools be 
asked to accelerate the teaching of chil- 
dren's dentistry in the school curriculum 
and bring the 16 hours of teaching of 
children’s dentistry a little nearer to the 
60 hours that are used for teaching the 
making of prosthetic appliances. 





Experimental and Demonstration Projects 
Relating to Dentistry for Children 


SECTION DISCUSSION III 
Presiding Chai 
Linwoop G. Grace, D.D.S., Director 
Bureau of Dental Health, Pennsylvania Department of Health 


THIS section first defined the words “ex- 
perimental” and “demonstration.” For 
the purpose of discussion it was decided 
that a demonstration program was to be 
considered as one in which the facts have 
already been determined and the purpose 
is to show a large group of people an 
acceptable procedure or technique: an 
experimental program is one in which the 
facts are unknown and the work is being 
carried on to reach some conclusion. With 
the above definitions formulated as a 
basis for discussion, the section recom- 
mends the following: 


1. There was universal agreement that, 
in the light of present knowledge, den- 
tal caries can be controlled; a distinction 
should be made between the word “con- 
trolled’’ and the word “eliminated.” 


2. There should be a wider develop- 
ment of caries control laboratories in 
Pennsylvania, provided that the labora- 
tories are located in recognized institu- 
tions, such as universities and state hospi- 
tals or state laboratories; im no case 
should there be the development of caries 
control laboratories as commercial ven- 
tures. 


3. The question of who shall supervise 
corrective dental clinics is one that needs 
much careful study. 


4. Time studies and cost determin- 
ations would be a valuable experimental 
program. The time and motion studies 
are desirable if we are to have a better 


utilization or do more with available dé» 
tal manpower hours. The State B 
Department and the three dental schook 
should conduct the studies. 

5. One method suggested was a study 
of the amount of tooth loss in youn 
adults employed in industry who 
lived continuously in a community and 
have in childhood been under a children’s 
dental health program. 

6. Demonstration programs of the top 
ical application of sodium fluoride should 
be extended and. all communities urged 
to adopt this procedure. Further, ths 
treatment should be made available toall 
children. Properly qualified authorities 
may be in one area the school board, is 
another area, the state or local health de 
partment. 

7. The question whether dental servi 
for the non-pay or part-pay patient ¢ 
be provided cheaper and better in a clinic 
or in the private dental office requitts 
careful investigation. 

8. The public is being told much 
garding the relationship of diet to de 
caries which has not been substantiated D 
carefully controlled scientific investi 
tions. The single fact that there is a tre 
relationship between dental caries and th 
intake of refined carbohydrates would ap 
pear to be the only point we cam stalt 
with any reasonable degree of assuraneé 
Further research should be inaugutf 
along this line by dental schools and pub 
lic health authorities. 
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9; The silver nitrate reduction method view to a classification of malocclusion 
for the control of dental caries has been from the standpoint of health, rather than 
investigated carefully. The conclusions from a standpoint of treatment; research 
of the Michigan Conference on Caries should be undertaken with a view to the 
Control (September, 1947) were that prevention of malocclusions; and the pos- 
this method had very little value. No sibilities of including treatment of mal- 
additional experimental programs should formed teeth and jaws as a part of a 
be necessary at this time. dental health program should be ex- 

10. Studies should be made with a plored. 


a Taos ares 


i ee 





COUNCIL ON DENTAL HEALTH 
of the 
PENNSYLVANIA STATE DENTAL SOCIETY 
1948 


= B 


Chairman: FRANK W. NASH 


ED sn 5:.neahdeaie hs alah ote L. M. Ennis 
Second District 
Third District 
Rei DO. 6.0.0 nn as Sais C. S. DeLong 
PA RE on. 0 aR R. W. McEldowney 
SI Sd 1.055 85-4. sce eedig ek ea P. T. McGee 
Seventh District John F. Morgart 
OE FR ree CO J. J. Fusco 
BR re rye J. B. Balthaser 
Tenth District M. E. Nicholson 
H. K. Willits 


top 
yuld 
ee 
this 
y all 


Ss 
5 


Frank W. Nash 
C..S. DeLong M. E. Nicholson 
L. M. Ennis H. K. Cooper 
L. G. Grace 


Ray Cobaugh, Executive Secretary 








1949 COMMITTEES 
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PENNSYLVANIA STATE DENTAL SOCIETY 


Annual Awards 


*L. M. Ennis 
H. K. Cooper 
W. E. Craig 
M. P. Eaton 
H. K. Willits 


Component Societies 


*John Wittek 
Robt. Adams 
J. F. Scull 
J. H. Harrison 
F. H. Hoeffer’ 

. J. D. Graham 
J. E. Whittaker 
J. L. Porias 
Claire Lathrop 
R. J. Sample 
W. E. Craig 


Council on Dental Health 


*M. E. Nicholson 

L. M. Ennis 

Jos. Donahue 

F. W. Nash 

C. S. DeLong 

R. W. McEldowney 
P. T. McGee 

John Morgart 

J. J. Fusco 

J. B. Balthaser 


Veterans Affairs 


*W. P. Manning 
W. E. Craig 
Jas. Gilmer 


Law Enforcement 


*jJ. K. Miller 
E. A. Albert 
A. J. Barton 





Constitution and By-laws Ladies Auxiliary 


*Robt. Adams 
Earl Albert 
A. C. Young 


Dental-Medical Relations 


*H. K. Willits 


J. E. Whittaker 


Insurance 


*J. B. Flanagan 
John Wittek 
J. R. Elliott 
F. C. Iams 
N. B. Edwards 


* Names so designated indicate chairman of committee. 
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*E. H. Finnerty 
H. K. Willits 
Geneva Groth 
E. R. Robb 
—advisors— 

Mrs. Robb 
Mrs. Oartel 
Mrs. Willits 
Mrs. Metzger 
Mrs. Lucas 
Mrs. Miller 


Legislative 
*Earl Albert 


W. D. Everhard 
M. P. Eaton 


*W. P. Manning 
* L. L. Lathrop 
J. D. Mathewson 


Prosthetic Dental Service 
*F. W. Herbine 


E. Howell Smith 
H. C. Metz 


*DeWitt Hall 
Clarence Chain 
C. H. Scholl 
C. B. Seely 
R. T. Wicks 


Ethics - 
*L. E. Hess 
F. C. Robinson 
E. G. Gilbert 
B. M. Buyer 
C. J. Frisk 


LS 





FYAREPE 8&E ES 


zse2e OF BO £8 


Q.2 2. 














MEETING ANNOUNCEMENTS 


CLEVELAND. The Ninth Annual Children’s Dental Health Day meeting, 
sponsored by the Cleveland Dental Society, will be held February 7 in the Hotel 
Holienden. Programs for both the profession and the public have been arranged. 


CHICAGO. The annual Midwinter Meeting of the Chicago Dental Society 
will be held February 7 to 10 in the Stevens Hotel. This is the 84th midwinter 
meeting. 


ALTOONA. The Central Pennsylvania Dental Society (Seventh District) will 
hold the annual meeting on February 28, March 1 and 2, in the Penn Alto Hotel. 
The essayists will be Howard A. Hartman, Cleveland, “Periodontia;” R. N. Albinson, 
Minneapolis, ‘Practice Management;” O. B. Coomer, Louisville, “Techniques in 
Modern Restorative Dentistry;” and George A. Coleman, Philadelphia, “Acrylics.” 
There will be two half-days of table clinics. The speaker for the annual dinner will 
be Mr. Frederic Snyder, Kingston, N. Y., whose subject will be “Keeping Ahead of 
the Headlines.” 


WASHINGTON, D. C. The Annual Postgraduate Clinic of the District of 
Columbia Dental Society will be held in the Shoreham Hotel beginning March 13 
and continuing through March 16. There will be registered clinics, topic discus- 
sions, and table clinics. 


CINCINNATI. The Cincinnati Dental Society March Clinic Meeting and 
Children’s Dental Health Day will be held in the Netherland Plaza Hotel on March 
20, 21, and 22. 


COLUMBUS. The annual meeting of the American Academy of Cleft Palate 
Prosthesis will convene March 21 and 22 in Hamilton Hall, Ohio State University, 


College of Dentistry. 


PHILADELPHIA. The Temple University School of Dentistry’s Alumni Asso- 
ciation will -hold an “Alumni Reunion” on May 25 and 26. Golf will be the order 
of business the first day with a scientific program at the School of Dentistry the sec- 
ond day. Dean Timmons will be honored at a testimonial dinner on the evening of 
May 26. 


PITTSBURGH. The Greater Pittsburgh-Pennsylvania State Dental Society 
annual meeting will be held in the William Penn Hotel, June 1, 2, and 3. 


CONNEAUT LAKE. The meeting of the Ninth District (Old Lake Erie) will 
be held in the Hotel Conneaut on June 24 and 25. 


SAN FRANCISCO. The 90th Annual Meeting of the American Dental Asso- 
ciation will be held October 17 through 20. The Fairmont and Mark Hopkins hotels 
will be headquarters. Scientific meetings and exhibits will be held in the San Fran- 
cisco Auditorium. 
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ques DEATHS ae 


BASHORE, Curtis A., Carlisle; Baltimore 
College of Dental Surgery, University of Mary- 
land, 1900; died September 10, aged 68. 


CALBY, J. A., Montrose; College of Dental 
Surgery, University of Michigan, 1914; died 
October 1, aged 61. 


COOK, Harry, Philadelphia; School of Den- 
tistry, Temple University, 1901; died Septem- 
ber 25. 


DUNN, Joseph M., Bradford; School of 
Dentistry, University of Pittsburgh, 1927; died 
October 17, aged 44. 


FRANK, Albert, Philadelphia; Philadelphia 
Dental College, 1904; teacher at Philadelphia 
Dental College in anesthesia and dental surg- 


ery; father of Victor H. Frank; died 
9, aged 74. 


FLEXER, George A., Allentown; Schg 
Dentistry, University of Pennsylvania, © 


died October 17, aged 75. 


MILLER, James W., Pittsburgh; Sc 
Dentistry, University of Pittsburgh, 15 


tired in 1947; died January 11, aged 71, 


PRATT, Wilbur J., Philadelphia; P 
phia Dental College, 1900; died Decembi 


{Nore: We wish to rt the deaths of P 
vania ae. Will rs of the Soc 
districts please send the editor the chiteant 
deceased, giving the following information: 

i , school af date of graduation, 
cause of death, and nent 
as teaching and hospital affiliations, dental 
appointments, civic itions and achievem 
service record, and like.} 








A.D.A. RELIEF FUND 


The Relief Fund campaign will be continued through Feb ’ 


Receipts are still less than half of the $100,000 quota with 
for the last three accounting periods slackening. January tab 
indicate that the returns for this accounting period will be s 
yet. If this trend continues until the end of February, the 


contributions will fall far short of the quota. 
bama and North Dakota, have reached their quota. 


Pennsylvania, with a quota of $7,520, has contributed (to Jan. 1) only $3,2 ; 


or 43 per cent of what was asked by the Council on Relief. There is still ti 


meet the quota for the state. 


Give All You Can 





Mail Your Contribution NOW 


Send check to the American Dental Association Relief Fund, 
222 E. Superior St., Chicago 11, Ill. 


Only two states, 4 
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